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Che Massachusetts Medical Society 


The next Annual Meeting of the Massachusetts Medical Society will be held at Plymouth, June 17 and 18, 1930. 
OFFICERS AND STANDING COMMITTEES ELECTED BY THE COUNCIL, JUNE 11, 1929 


PRESIDENT: ROBERT B. GREENOUGH, 8 Marlborough Street, Boston. SECRETARY: WALTER L. BURRAGE, 182 Walnut Street, Brookiine 
SeNioR VICE-PRESIDENT ex-officio: THOMAS H. McCARTHY, 142 Main TREASURER: ARTHUR K. STONE, Auburn Street, Framingham Center 


Street, Brockton. 


STANDING COMMITTEES FOR 1929-30 


COMMITTER OF ARRANGEMENTS COMMITTEE ON MEDICAL EpucaATION AND MEDICAL DIPLOMAS 
E. P. Hayden, H. Q. Gallupe, T. H. Lanman, F. H. Colby, G. P. P. P. Johnson, A. G. Howard, H. P. Stevens, C. H. Lawrence, 
Reynolds. C. A. Sparrow. 

COMMITTER ON PUBLICATIONS COMMITTPE ON STATE AND NATIONAL LEGISLATION 
Homer Gage, J. W. Bartol, R. I. Lee, R. B. Osgood, E. W. R. B. Greenough, T. J. O’Brien, F. E. Jones, Shields Warren, 
Taylor. A. W. Marsh. 

COMMITTEB ON MEMBERSHIP AND FINANCE COMMITTEE ON Pusiic HEALTH 
D. N. Blakely, Algernon Coolidge, Gilman Osgood, H. L. Smith, Dwight O’Hara, E. F. Cody, R. I. Lee, T. F. Kenney, F. G. 
G. C. Caner. Curtis. 

COMMITTER ON ETHICS AND DISCIPLINE COMMITTEE ON MALPRACTICE DEFENSE 
David Cheever, W. D. Ruston, S. F. McKeen, A. C. Smith, R. IL. I’. G. Balch, E. D. Gardner, F. B. Sweet, R. P. Watkins, A. W 
DeNormandie. Allen. 


OFFICERS OF THE SECTIONS FOR 1930 
ELECTED BY THB SECTIONS 


SECTION OF MEDICINE SECTION OF PEDIATRICS 
Chairman, Francis W. Palfrey, Boston; Secretary, Albert A. Chairman, Orville R. Chadwell, Boston; Secretary, Joseph Garland, 
Hornor, Boston. Boston. 

SECTION OF SURGERY SECTION OF ORSTETRICS AND GYNECOLOGY 
Chairman, Irving J. Walker, Boston; Secretary, Leland S. McKit- Chairman, Louis E. Phaneuf, Boston; Secretary, Alonzo K,. Paine, 
trick, Boston. Boston. 

SucTION OF TUBERCULOSIS SECTION OF RADIOLOGY AND PITYSIOTHERAPY 
Chairman, Walter A. Griffin, Sharon; Secretary, Sumner H. Chairman, P. F. Butler, Boston; Secretary, Arthur H. Ring, Arling- 
Remick, Boston. ton Heights. 





OFFICERS OF THE DISTRICT MEDICAL SOCIETIES 


ELECTED BY THE DistRicT MepicaL Societies BETWEEN APRIL 15 AND May 15, 1929 


BARNSTABLE—President, S. M. Beale, Jr., Sandwich; Vice-President, MippLEsex East—President, F. T. Woodbury, Wakefield; Viéce- 
c. J. Belle, Wellfleet; Secretary, J. L. Chute, Osterville; Treasurer, President, James Blenkhorn, Stoneham: Secretary, A. R. Cunningham, 
H. B. Hart, Yarmouthport; Librarian, E. E. Hawes, Hyannis. Winchester; Treasurer, Richard Dutton, Wakefield; Librarian, J. M 

BerKsuimp—President, M. S. Eisner, Pittsfield; Vice-President, baba = eae a . ; - - 

‘ i i i freee as IDDLESEX NortTH—President, A. G. Scoboria, Chelmsford; ce- 
B. oe ee Pittsfield; Secretary, H. J. Downey, Pittsfield; Treas- President, J. A. Mehan, Lowell; Secretary, T. A. Stamas, Lowell; 
urer, C. T. Leslie, Pittsfield. : é , 

d z ¢ : ae : Treasurer, M. D. Bryant, Lowell; Librarian, P. J. Meehan, Lowell. 

Bristo. Nortu—President, T. J. Robinson, Taunton; Vice-Presi- MippLesex SoutnH—President, Fresenius Van Niiys, Weston; Vice 
dent, B. M, Latham, Mansfield; Secretary, J. L. Murphy, Taunton; President, F. W. Gay, Malden; Secretary, A. A. Levi, Cambridge: 
Treasurer, J. V. Chatigny, Taunton. Treasurer, Edward Mellus, Newton. , 

Bristo. Sourn—President, G. L. Richards, Fall River; Vice-Presi- NorroLK—President, S. F. McKeen, Brookline: Vice-President, 
dent, W. A. Nield, New Bedford; Secretary and Treasurer, Charles W. A. Lane, Milton; Secretary, F. S. Cruickshank, Dorchester; Treas- 
Shanks, New Bedford. urer, G. W. Kaan, Reaaing. 

Essex NortH—President, R. L. Toppan, Newburyport: Vice-Presi- NorroLkK SouTn—President, G. M. Sheahan, Quincy; Vice-President, 
dent, J. E. Bryant, Haverhill; Secretary and Treasurer, J. F. Burnham, M. T. Sweeney, Atlantic; Secretary, Treasurer, and Librarian, N. 
Lawrence. Pillsbury, South Braintree. 

Essex Sourn—President, T. L. Jenkins, Topsfield; Vice-President, PLyMouTH—President, T. H. McCarthy, Brockton; Vice-President, 
HW. P. Bennett, Swampscott; Secretary, R. E. Stone, Beverly; Treasurer, IF. W. Murdock, Brockton; Secretary, George A. Moore, Brockton; Treas- 
Andrew Nichols, 3d, Danvers; Librarian, C. M. Cobb, Lynn. urer, L.. B. Packard, Brockton; Librarian, J. H. Weller, Bridgewater. 

FrRaANKLIN—President, W. K. Clark, Greenfield; Vice-President, SuFrroLK—President, Lincoln Davis, Boston: Vice-President, W. H. 
H. M. Kemp, Greenfield; Secretary and Treasurer, Charles Moline, Robey, Boston; Secretary, L. S. McKittrick, Boston; Treasurer, John 
Sunderland. Rock, Boston. 

Hamrpen—President, F. B. Sweet, Springfield; Vice-President, Worcester—President, W. E. Denning, Worcester: Vice-President, 
M. W. Pearson, Ware; Secrctary and Treasurer, H. L. Smith, Spring- J. W. O’Connor, Worcester; Secretary, E. C. Miller, Worcester; Treas- 
field. urer, R. J. Ward, Worcester; Librarian, A. C. Getchell, Worcester. 

Hampsnuire—President, F. E. O’Brien, Haydenville; Vice-President, Worcester NortH—President, F. R. Dame, Athol; Vice-President, 
1. G. Hanson, Northampton; Secretary and Treasurer, L. O. Whitman, R. C. Jones, Fitchburg: Secretary, C. H. Jennings, Fitchburg; Treas- 
Northampton; Librarian, Jane B. Armstrong, Northampton. urer, F. H. Thompson, Jr., Fitchburg. 











Fellow Members! We want your support. 
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Che Massachusetts Medical Society 


PLYMOUTH MEETING 


AC Plymouth, on Tuesday and Wednesday, 
JX June 17 and 18, the Fellows of the Mass- 
achusetts Medical Society will convene for their 
One Hundred and Forty-ninth Annual Meeting. 
June is a delightful month, and June in Plym- 
outh displays its charms to greatest advantage. 









to be the Headquarters of our Meeting in June. 
Centered here will be Registration, all Section 
Meetings, the Annual, Council, and Censors’ 
Meetings, the entire Commercial and Scientifie 
Exhibits, both evening programs; in short, every- 
thing of a formal nature. Across the street in 
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The Mayflower in Plymouth Harbor, from painting by W. F. Halsall, Pilgrim Hall. 


Elaborate plans are under way for the entertain- 
ment of the Fellows of the Society, their wives, 
and delegates from other States. We, who are 
arranging the details of the Meeting, know that 
we are going to give you a worthwhile scientific 
session and also a thoroughly good time—an en- 
joyable vacation. It remains for us to inspire 
you with this idea and persuade you to make 
definite and early plans to attend. 

This vear is the Tercentenary of the founding 
of the Massachusetts Bay Colony. Plymouth’s 
Old Fort and First Meeting House of 1621 
(Fig. 1) is in marked contrast to the fine new 
Plymouth Memorial Building (Fig. 2) which is 








the Armory will be held on Tuesday the Cot- 
ting Luncheon to which not only the Council but 
all registering doctors are invited as guests of 
the Society. Close by is the Old Colony Club 
(Fie. 3), oldest club in America, which is open- 
ing its doors to the Society during the two- 
day session. On Tuesday evening, after the 
Shattuck Lecture, there is to be a big ‘‘ Pop Con- 
cert’’? and Entertainment, using entirely Plym- 
outh talent, and followed by informal dancing 
and refreshments. All registrants again will be 
guests of the Society on this evening. 

Through courtesy of the Plymouth Cordage 
Company, Plymouth’s largest manufacturing 
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concern, a huge tent will be erected between the 
Memorial Building and the Ocean. Under this 
spacious canopy the Grand Finale of the Meet- 
ing will take place at 6 P. M. on Wednesday. 
This is to be a real shore dinner, served by 
Seiler, the Boston Caterer, and enlivened by 





FIG. 3. 


Old Colony Club. 


the Plymouth Cordage Company Band. Re- 
member it does not become dark until 8 P.M. 


ACCOMMODATIONS 


Mrs. Helen Fitzgerald, ¢/o Plymouth Cham- 
ber of Commerce—Phone 1405-W, is to be Book- 
ing Clerk for accommodations at all hotels and 
private residences. Reservations, which will be 
unlimited, may be made at any time now 
through her, or, in the case of the hotels, di- 
rectly. There are four hotels, all American 
Plan, and unlimited accommodations in private 
homes. Samoset Ilouse is a fine old hostelry 
located on Court Street near the Headquarters. 
It is set back from the street with a broad lawn 
and shade trees and has a spacious veranda. 
Plymouth Rock House faces the Ocean and Plym- 
outh Rock (Fig. 4) and is only a three-min- 
ute walk from Headquarters. In front, stands 


arora 








Copyrighted by C. E. Dallin, Plymouth, Mass. 


FIG. 5. Massasoit, Great bronze 
statue by Cyrus EK. Dallin. 


Sachem of Wampanoags, 


Cyrus Dallin’s beautiful statue of Massasoit, 
Chief of the Wampanoags (Fig. 5). Both of 
these hotels are small, and both are renowned 
for them excellent food and their hospitality. 
The rate at each is $7.00 per day. Hotel Pil- 
erin is situated three miles from the center of 
town on the highway to the Cape. It is on a hill 





FIG. 4. 


The Portico and Harbor from 


Cole’s Hill. 
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overlooking the ocean, and is very close to the 
Plymouth Country Club. The Mayflower Inn, 
another large hotel, is beautifully situated at 
Manomet Point overlooking the ocean. It is 
reached by a side road clearly marked at its 
junction with the Cape Highway, and is only 
six miles from the center of Plymouth. White 
Horse Beach is close at hand. There are avail- 
able here four cottages which may be reserved 
by groups desiring to form small house parties. 





FIG. 6. 


These cottages will accommodate from 7 to 10 
people each. There are also three cottages of 
about the same size at the Hotel Pilgrim. Rates 
at the Pilgrim will be $8 and $9 per day and at 
Mayflower Inn, $8.00 in room with running 
water, $9.00 in room with private bath. It will 
be possible to obtain meals at any of the hotels 
in the ease of those living outside in private 
homes. The four hotels have been entirely re- 
served for our Meeting. 


© EXTRA-CURRICULAR’? ACTIVITIES 


Although Section Meetings will be in session 
morning and afternoon of each day, experience 
has shown that the average doctor, like the av- 
erage man, can sit still for a limited time only. 
With this in view, the Committee has secured 





White Horse Beach. 





the facilities of both the Plymouth and Duxbury 
Golf Clubs. Matches may be arranged at any 
time. It will be possible to hire launches or 
small sailing vessels for trips on the Bay. There 
will be Open House at the Pilgrim Yacht Club, 
the Eel River Bathing Club, and bathing facili- 
ties will be available at private beaches, and at 
White Horse and Plymouth Beaches. At 5.30 
each afternoon will be given the picturesque Pil- 
erim’s Progress, a colorful procession depicting 


Noted bathing beach. 


life in 1630. This pageant is under the auspices 
of the Massachusetts Bay Tercentenary Com- 
miltee. 
ENTERTAINMENT OF LADIES 

Bring your wives and daughters. They will 
not be bored. <A live group of Plymouth ladies 
are anxious to entertain them. There is golf. 
There will be a Bridge and Tea at the Hotel 
Pilgrim one afternoon and an automobile ride 
to the Cape. How ean we dance Tuesday eve 
without them? Then there are the sandy beaches 
and we trust also the sunshine. Plymouth is full 
of interesting histori¢ sights, antiques, and old 
houses. (Fig. 7.) Our ladies cannot fail to 
enjoy a two- or three-day holiday here. They 
are cordially invited and urged to come! The 
Pilgrim Maiden bids them ‘‘ Welcome’’. (Fig. 8.) 
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Copyrighted by Henry E. Kitson, Sculptor. 
Copyrighted by A. S. Burbank, Plymouth, Mass. 


FIG. 8. The Pilgrim Maiden, bronze statue by Kitson. 


PRELIMINARY PROGRAM 
Plymouth Memorial Building 
Tuesday—June 17 
9 A. M.—Registration Opens. 
10—Section of Medicine—Auditorium. 
11:30—Censors’ Meeting—Upper Hall. 
12—Council Meetinge—Upper Hall. 
1 to 2 P. M.—Cotting Lunech-——Armory. 
2 :30—Section of Obstetrics and Gynecology— 
Auditorium. 
2 :30—Section of Tubereculosis—Upper Hall. 
'5—Pilgrim’s Progress Parade. 
8—Shattuck Leeture—Upper Hall. 
9—‘*Pop’’ Concert with Informal Dancing— 
Auditorium. 
Wednesday—June 18 
9 A. M.—Seetion of Surgery—Auditorium 
12— Annual Meeting—Auditorium. 
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12 :30—Annual Oration—<Auditorium. 
2 :30—Section of Radiology and Physiotherapy 
—Auditorium. 
2 :30—Section of Pediatries—Upper Hall. 
5—Pilgrim’s Progress Parade. 
6—Annual Dinner—Tent. 
A FEW DETAILS 








Plymouth Memorial Building, the Headquar- 
ters, is located on Court Street, the principal 
Motoring down from Bos- 


street of the town. 





FIG. 9. 
ton one enters Plymouth on Court Street, and 
reaches this building just before coming to the 
center of town. There are ample parking 


facilities on a large lot directly in the rear. The 
Headquarters is only two hundred yards from 
the Plymouth Station of the New Haven Rail- 
The steamer from Boston will also be run- 


road. 











ning at this time. It docks very near Plymouth 
Rock and only a short way from the Headquar- 
ters. It is hoped that many will plan to reach 
Plymouth Monday afternoon to be fresh for the 
morning activities. Registration will commence 
at 9 A. M. Tuesday and the Section of Medicine 
will open at 10. Thus, it will be possible to 
motor from a considerable distance in time for 
the first Section Meeting, if one secures an early 
start. We do, however, strongly urge every 





Pilgrim Spring and Entrance to Brewster Gardens, 


Fellow to plan on spending two nights in Plym- 
outh, if possible, either Monday or Wednesday 
as well as Tuesday night. Thus will be avoided 
the discouraging situation of having many Fel- 
lows arrive late on Tuesday morning and others 
leave before the final dinner. It is only a two- 
day Meeting. Let’s arrive early and stay late! 








756 CARCINOMA OF THE 
CARCINOMA OF 

BY GEORGE GILBE 

MONG the problems that) confront the 


urological surgeon, there is none more dif- 
ficuit than carcinoma of the prostate. A  re- 
view of the literature shows that there is no gen- 
erally accepted method of managing these cases ; 
some surgeons are for operative removal of the 
eland, some advocate the use of radium, and not 
a few believe in doing nothing until increasing 
obstruction to urination makes interference nec- 
They then put in a permanent supra- 
pubic tube and let it go at that. 

The object of this paper is to review the vari- 
ous methods of treatment and to attempt an 
estimate of their value. The faets upon which 
the paper is based were obtained from a series 
of 65 eases, the greater number of which were 
seen in private practice. Before taking up the 
question of treatment, it is necessary to review 
briefly the pathological anatomy of this disease, 
as the type of treatment emploved depends very 
largely upon the extent and location of the 
neoplasm. 

It is the opinion of French surgeons, based 
upon the work of Albarran and Hallé and re- 
stated by Raymond Dossot", that cancer of the 
prostate is in a large proportion of cases a malig- 
nant degeneration of periurethral adenomatous 
nodules. This view is just the opposite to that 
which is held by American urologists. The lat- 
ter, as a rule, accept the opinion of Geraghty’, 
who showed that in about 80% of all cases of 
prostatic cancer, the growth originates in the 
posterior lobe, that is, in that portion of the 
eland which lies beneath the floor of the pros- 
tatie urethra. Adenomatous or hypertrophic 
changes never occur in this portion of the pros- 
tate but develop in the lateral or middle lobes, 
or in the subtrigonal glands of Albarran. Ger- 
aghty found such adenomatous changes associ- 
ated with cancer of the posterior lobe in 75% 
of a series of 450 cancers, but he believed the 
two processes to be independent of each other. 
The faet that hypertrophy of the lateral and 
middle lobes may coexist with cancer should be 
kept in mind; the obstruction to urination may 
be due entirely to the hypertrophy. 

As the cancer grows, it may extend in several 
directions. It may involve the neck of the blad- 
der, and by infiltration of the posterior lip form 
an elevated median bar which obstructs urina- 
tion. The lateral lobes may be invaded, and 
from them the growth may extend into the adja- 
cent bladder wall, appearing as pallid, smooth 
nodules covered by intact mucosa. It may ex- 
tend beneath the trigone, and thicken it so that 
it appears elevated and broadened ; small nodules 
of growth may develop on the trigone or the 


essary. 


*Sihith — Urologist, Massachusetts 
Palmer Memorial Hospital. For record 
> “This Week’s Issue’, page 785. 
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ureteric ridges. It may, and commonly does, 
erow along the seminal vesicles, plastering them 
to the pelvic wall. 

Metastases are said to occur early in the course 
of the disease. This may be so in some cases. 
but there is reason to believe that cancer of the 
prostate usually grows but slowly, and may 
have already existed for several years before its 
detection or before metastasis had taken place. 
Metastases are especially prone to develop in the 
pelvic bones and the lumbar vertebrae, although 
later they may be found in practically the en- 
tire skeleton. (Figs. 1 and 2.) Metastases to 
the iliac and abdominal glands are common. 
(Dossot.) Visceral metastases are not often 
found. Dossot® reports 7 pleuro-pulmonary and 
2 hepatic in 63 autopsies. The frequeney with 
which metastases occur is difficult to estimate. 
They oecur in all cases sooner or later; the data 
bearing on this point depend upon the thorough- 
ness with which metastases are sought and the 
degree to which cases examined have progressed. 
In a series of 163 cases, Barney and Gilbert? 
found evidence of metastases in 58° of those 
x-rayed. Bumpus in 1000 cases found bony 
metastases in 306°. In the writer’s series of 
65 cases. metastases were found in 15. (See 
Table 2.) Not infrequently cases are seen in 
which the only symptoms are those caused by 
secondary cancerous deposits. There may be 
nothing to point to the prostate as the original 
site of the erowth; the fact that it is affected 
is discovered only on rectal examination. 

As a general rule, cancer of the prostate in it- 
self causes no symptoms; advice is sought when 
urinary obstruction oceurs or when pain-caus- 
ing metastases have developed. For this rea- 
son the disease is often well advanced before 
it is discovered. The obvious conclusion is that 
in all men over fifty vears of age, a rectal ex- 
amination should be an essential part of the 
physical examination. Hematuria is not a eom- 
mon symptom. Among the 29 relatively early 
cases in the writer’s series, there were but 2 
with hematuria. In later cases, it is somewhat 
more frequent, but in the entire series of 65 
cases, in only 7 was hematuria noted. Reten- 
tion of urine is, of course, a frequent finding. 
In 10 of our 65 eases, there was no residuum; 
in 10 others, the residuum was four ounces or 
less. 19 had complete retention; in the remain- 
ing 26 the residuum varied from four ounces 
to complete retention. (See Table 3.) Pain in 
the back or legs is a symptom second in im- 
portance to obstruction. It is thought to be due 


to the pressure of metastases upon nerve roots. 
Extensive involvement of the vertebrae may 
exist without pain, but the history of persistent 
lumbosacral backache, accompanied by pains 





radiating down the thighs, is of serious prog- 
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nostie value. Edema of the leg points to involve+ 
ment of the iliae glands. In advanced cases ex- 
treme cachexia may develop; often the blood 
chemistry indicates renal insufficiency, but we 
have seen such eases in which the blood chem- 
istry was normal. 

The diagnosis of cancer of the prostate is made 
by digital examination. The malignant pros- 
tate has a characteristic hardness. This stony 


upon the history, and partly upon the presence 
or absence of pus in the expressed secretion. It 
is unusual for a man of 50 or more to show a 
hard infiltrated prostate due to infection with- 
out a history of previous cystitis or urethritis. 
If the urine is uninfected, one should strongly 
suspect carcinoma. 

When the diagnosis of cancer of the prostate 








has been made, the next step is to determine the 


X-ray showing metastatic cancer in the spine and pelvis 


induration may be masked by edema, so that 
superficially the gland feels soft, but beneath 
the soft outer layer there is a resistance which 
is characteristic. It is entirely different from 
the resilient elasticity of a hypertrophied pros- 
tate. The normal prostate is not so resilient as 
the hypertrophied gland, but is sufficiently so to 
enable one to say that it is free from induration. 
The prostati¢ condition most difficult to differ- 
entiate from malignancy is that due to inflamma- 





tion. Here the diagnosis must depend partly 


extent of the growth. The following points 
must be ascertained: Is there obstruction? 
How far does the primary growth extend? Is 
it limited to the prostate, or has it invaded the 
vesicles or even gone beyond them? Can 
metastases be demonstrated either by the pal- 
pation of enlarged pelvie glands or by x-ray ? 
The extent of the primary growth must be de- 
termined by palpation and by cystoscopy. If 
the growth has not extended beyond the limits 
of the prostate, there should be a well defined 
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sulcus between the gland and the pelvie wall. 
The upper edge of the induration should be 
easily reached by the finger, and the bladder 
base above it should be soft. Cystoscopy should 
show an absence of nodules on the trigone and 
bladder base, and the trigone itself must not 
be elevated. The prostate should be palpated 
with the patient standing and bending forward, 
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Group B consists of patients in whom the growth 
is too extensive to permit complete removal, but 
who show few if any metastases. Cure in these 
cases is impossible; the object of treatment is 
to relieve obstruction if it exists and to retard 
the progress of the disease as far as possible. 
There were 17 cases allotted to Class B. Class C 
consists of the advanced cases. In practically 





X-ray showing bony metastases from cancer of the prostate. 


and bimanually with him in the lithotomy posi- 
tion. The presence or absence of fixity of the 
gland can be demonstrated by rectal palpation 
while a sound or eystoseope is in the bladder. 
The treatment of cancer of the prostate de- 
pends largely upon the extent of the growth, for 
in different stages of the disease the purpose of 
treatment varies. It has been our custom to 
place the patient in one of three groups. Group 
A consists of those patients in whom the growth 
appears to be confined within the prostatic cap- 
sule, or at most to extend no further than the 
vesicles. In this group it is theoretically pos- 
sible to remove the entire neoplasm. In this 
series of 65 cases, 29 were placed in Group A. 





all of these, metastases can be demonstrated. 
These patients’ tenure of life is short, seldom 
over two years and oftener less than one. (In 
this connection it is worth noting that oceasion- 
ally such a man will drag on for a surprisingly 
long time.) The object of treatment is simply 
to make the patient as comfortable as possible. 
There is no use in trying to check the primary 
focus when there are already widespread metas- 
tases. There were 19 patients in this class. 
To meet the various indications for treatment 
which are found in these three classes, the ap- 
propriate measure, or combination of measures, 
must be selected according to the indications in 
each particular case. Obstruction and pain are 
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the two chief symptoms for which the patient 
seeks relief. In addition to relieving these, we 
must try, if we can, to destroy or remove the 
caneer, or if that is impossible, to check its 
growth. 

The means at our command for managing the 
problem of obstruction are intermittent cathe- 
terization (which often becomes impossible be- 
cause of the progress of the growth), supra- 
pubie drainage (which is a considerable burden 
for the patient and which may become difficult 
to keep in order if the growth bleeds or grows 
up into the bladder), intraurethral removal of 
the obstruction by means of the prostatic punch 
or Collings’ electrotome, suprapubic prostatec- 
tomy, partial perineal prostatectomy, and total 
perineal prostatectomy. 

Intraurethral removal of the obstructing por- 
tion of the prostate is most suecessful if the 
obstruction is in the form of a median bar. In 
our series of cases, this method was employed 
eight times. In three eases, the results were dis- 
tinetly worth while; two of these cases had re- 
tention, the third had a rapidly increasing 
residuum which at times amounted to ten ounces. 
All three were relieved of their obstruction until 
they died, one nine months, one fourteen months, 
and one eighteen months after the operation. 
The other five were relieved only for a few 
months. In our hands, Caulk’s cautery punch 
has proved more efficacious than Collings’ elee- 
trotome. 

Suprapubie prostatectomy has been resorted 
to by other surgeons in many eases of cancer 
of the prostate, usually because the diagnosis 
of cancer was not made before operation. In 
some of these cases excellent results were ob- 
tained, probably because the obstruction was 
due, in large degree, to a coexistent hypertrophy. 
By removal of the hypertrophied lobes, obstrue- 
tion was relieved. The prostate which is af- 
fected by cancer alone is most unsuitable for a 
suprapubic operation. The obstructing tissue 
cannot be enucleated and must be bitten out 
piecemeal, or else the entire gland must be 
ripped out, leaving a hiatus between the blad- 
der neck and the stump of the urethra. 

The perineal approach gives a much better 
opportunity to remove the obstruction. Even in 
cases in which the neoplasm has extended be- 
yond the capsule, enough of the gland can be 
removed to admit of urination; the relief so ob- 
tained may last for from one to several years. 
Arthur Chute advocates repeated perineal op- 
erations in eases in which obstruction recurs. 

The only operation which we consider really 
worth while in eaneer of the prostate is the total 
perineal prostatectomy as described by Hugh 
Young™ in 1905. This operation is, of course, 
suitable only for Class A eases. Twenty-six of 
the twenty-nine cases in Class A were treated in 
this manner. The results were summarized in 
a paper published in October 1929%. Of the 
twenty-six cases, three died in the hospital. 








PROSTATE—SMITH 


759 








Eight died after leaving the hospital, having 
lived an average of twenty-two months after 
operation. Fifteen were still alive, the time 
elapsed since operation being 


years, 4 months. 
years. 

years, 6 months. 
years. 

years, 9 months. 
years. 
year, 5 
year, 5 
year, 4 
year. 
year. 


months. 
months. 
months. 


Be Ree RP OTOITmS 


9 months. 
8 months. 
7 months. 
6 months. 


It is generally believed that this operation 
results in incontinence, but in the twenty-three 
cases surviving operation, control was satisfae- 
tory in seventeen. In the six cases without con- 
trol, the lack of it in three was accounted for 
by other factors, such as tabes and mental de- 
ficiency due to cerebral thrombosis. Cases op- 
erated upon by this method rarely develop uri- 
nary obstruction; death occurs from a general 
carcinomatosis or from compression of the lower 
ureters by a recurrent growth. We are hope- 
ful that several of these cases may have been 
cured, but it is too soon to say whether this is so. 

In contradistinction to those surgeons who ad- 
voeate some form of operative treatment for 
cancer of the prostate, there is a school which 
believes in treating these cases with radium. 
Hugh Young’ operates if removal of the entire 
erowth seems possible; otherwise he applies ra- 
dium to the prostate both by the insertion of 
needles into the gland through the perineum, 
and by application of radium, screened to cut 
out the caustic Beta rays, by rectum, urethra and 
bladder. He gives daily doses of 100 millicurie 
hours over a period of a month. Bugbee* fol- 
lows the same procedure. He applies radium by 
rectum, urethra and sometimes by bladder up to 
3000 millicurie hours, and in addition inserts 
into the gland from two to five needles, each 
loaded with 12.5 milligrams of radium, and 
leaves them in place for from four to six hours. 
If there is more than an ounce of residuum, he 
drains the bladder suprapubieally. Cunning- 
ham*:° employs radium in much the same way. 
Barringer® depends chiefly upon the use of 
perineal needles of radium; if there is obstrue- 
tion he removes it with the punch. Watson and 
Hferger’® report a series of 61 cases treated by 
the implantation of seeds containing radium 
emanation. From 15 to 20 seeds, each contain- 
ing from 0.5 to 1 millicurie, are implanted. If 
there is obstruction, perineal prostatectomy is 
done several weeks later, and more radium seeds 
are employed. 

Our own experience with radium in cancer 
of the prostate is limited to fourteen cases and 
is rather inconclusive. At first we employed 
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radium in addition to perineal prostatectomy, 
placing the needles or seeds at the time of op- 
eration. Several rectal fistulae and a few badly 
sloughing wounds resulted. Seven cases treated 
with radium alone were observed over a sufficient 
period to give an idea as to the effect of the 
treatment. In three cases gold seeds of radon 
were used; in the first case, ten seeds of 0.5 
millicurie each were implanted throughout the 
prostate in November 1926. The prostate con- 
tinued to grow and seven months later the pa- 
tient had complete obstruction. The second case 
had ten gold seeds of 2 millicuries each inserted 
May 28. 1927 and a punch operation done. 
Three months later the prostate felt perfectly 
normal. The patient died in February 1928. 
His prostate shortly before death was smooth, 
flat and indurated. There was no residuum. 
In the third ease, one of proved carcinoma, nine- 
teen gold seeds averaging 2 millicuries of radon 
were implanted in the prostate through the open 
bladder. This was done December 30, 1927. 
Two years later the prostate felt small and hard. 
There was extensive selerosis of the bladder neck 
which required regular dilatation and had de- 
stroved all control of urination. The patient 
was in excellent general condition and the 
spread of the growth seemed to be checked. 
Four cases were treated by needles thrust into 
the prostate through the perineum. Case 1 had 
a partial perineal prostatectomy; at the time 
of operation steel needles were inserted into the 
right vesicle and the prostate and 1625 milli- 
curie hours of radiation were given. Twenty- 
one months later the prostate felt small but very 
hard; six months after that the patient died of 
carcinomatosis. In Case 2 (Sept. 1919), two 
elass seeds of 7 millicuries each were implanted 
in the prostate. On November 4. 1919 the pros- 
tate felt smaller and softer, but the patient died 
of cancer in March 1920. In Case 3, two 
platinum needles with walls 0.3 millimeters thick 
carrying a total load of 150 millicuries were 
left in one lobe of the prostate for three hours. 
Ten months later the prostate felt considerably 
smaller and firmer, and was movable and well 
cireumscribed. Case 4+ had had a total pros- 
tatectomy, seven vears before. Two masses the 
size of cherries had recurred between the ree- 
tum and the bladder neck; 200 millicurie hours 
of radiation screened by 0.5 millimeters of plat- 
inum were given in the center of each of these 
masses. They continued to inerease in size and 
on January 22, 1930 each mass was given 500 
millicurie hours in the same way. (Platinum 
needles.) Six weeks later there was no appre- 
ciable effect. 

From the preceding cases it is impossible to 
draw definite conclusions as to the value or the 
correct dosage of radium. According to our ex- 
perience, radium should not be used in conjune- 
tion with perineal prostatectomy unless the dose 
is small and the radium implanted deep in the 
tissues. On the other hand, of the seven cases 





treated with radium administered either in seeds 
or needles, five showed definite changes in the 
prostate, which had become smaller and more 
sclerotic. The results of others with radiation 
also lead us to believe that radium, properly ap- 
plied, is a valuable weapon in the treatment of 
prostatic cancer. Bugbee*® in 1922 reported good 
results in seventeen eases. Most observers agree 
that it will not relieve obstruction, and meet 
the problem of bladder drainage in some other 
way. Apparently better results are obtained 
from doses of 300-500 millicurie hours than from 
larger doses. In the eases in Class B, in which 
total prostatectomy is impossible, radiation 
should be seriously considered. 

High voltage x-ray treatment is often em- 
ployed in cancer of the prostate. Barringer 
states that from 5 to 10% of all cases are radio- 
sensitive, and may be greatly benefited by this 
form of radiation. We have seen, among per- 
haps a hundred eases so treated, no more than 
three or four in which the prostatie cancer it- 
self was materially affected by x-ray. One pa- 
tient with advanced cancer, in whom there was 
a marked involvement of the left iliae group of 
glands with edema of the left leg. was vastly im- 
proved; the pelvic mass disappeared and_ the 
prostate became as soft and elastie as a normal 
gland. Nine months later, however, the patient 
developed a paraplegia from a metastatic 
erowth. 

One patient has been seen in whom, under 
x-ray treatment, a prostatic cancer, which had at 
first appeared to be too extensive to permit re- 
moval, had shrunk down to such a degree that 
total prostatectomy could be done. The pros- 
tate after removal showed very marked fibrosis ; 
there were apparently healthy eaneer cells 
throughout the gland, but they were enmeshed 
in fibrous stroma. 

From a study of 25 cases treated with deep 
x-ray, Smith and Peirson® coneluded that ‘‘if 
metastases are not too widely spread and_ the 
patient’s general condition is not too poor, x-ray 
treatment is of benefit in the large majority of 
eases’’. It relieves the back and leg pains caused 
by metastases, the relief lasting from one to six 
months. It apparently reduces the malignaney 
of the cancer and retards its growth, but never 
has brought about a cure. X-ray treatment is 
particularly suitable for the eases in Class C 
in which the object of treatment is simply pallia- 
tive. It will not relieve vesical neck obstrue- 
tion. 

In summarizing the main facts coneerning the 
management of prostatic cancer, one may say 
that in the early cases the aim should be to 
produce a cure or, if that is impossible, to re- 
lieve the patient of his urinary obstruetion and 
to delay the progress of the growth as long as 
possible. These objects may be attempted by 


(1) total prostatectomy, (2) radium treatment 
of the gland itself, with suitable operative meas- 
ures directed towards the removal of obstrue- 
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tion. After metastases have developed, the ob- 
ject of treatment is to ease the pain caused by 
the metastases, to supply adequate bladder drain- 
age, and to check the growth of the original 
caneer. In this class of cases, high voltage x-ray 
therapy is of definite value. 
CONCLUSIONS 

Cases of cancer of the prostate fall into 
one of three classes. In Class A the growth is 
confined within the capsule of the prostate. In 
Class B the growth has extended beyond the 
prostatic capsule, but does not give evidence of 
having metastasized to other structures. In 
(lass C metastases have developed. 


(1) 


(2) In a series of 65 cases, 29 were in Class 
A. 17 in Class B and 19 in Class C. 


(3) In eases in Class A, total prostatectomy is 
the procedure of choice. In cases in Class 3B, 
radiation by means of needles or seeds of radium 
inserted into the gland is indicated. Urinary 
obstruction should be relieved by appropriate 
measures, such as partial prostatectomy, trans- 
urethral removal of the obstruction, or supra- 
pubie drainage. In cases in Class C, adequate 
urinary drainage must be provided by cathe- 
terization or by suprapubie eystotomy. The 
pain eaused by metastases is best treated by 
high voltage x-ray. 


TABLE 1 


AGES 





TABLE 2 
METASTASES* 


To spine alone 7 To liver 4 
To pelvis alone 3 To abdominal glands 2 
To femur alone 1 To pelvic glands 5 
Widespread bony 4 To inguinal glands 1 


TABLE 3 
RESIDUUM 
Class A 


Class B- Class C 


Ounces 0 4 3 3 
1-4 7 2 1 

5-8 3 1 1 

9-12 2 1 0 

13-16 3 2 4 

17 to complete 2 3 2 
Complete 7 4 & 
Not stated 1 1 1 
29 17 19 


*Nore: The above metastases were detected on 
clinical or on x-ray examination. Very few autopsies 
were obtained, as most of the deaths occurred at 
home. 
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PRESENT NEEDS IN TUBERCULOSIS CONTROL* 


BY BENJAMIN GOLDBERG, M.D.t 


HE World War and the new basis of immi- 

eration quotas introduced in 1924, curtailed, 
to a considerable degree, immigration into this 
country. This greatly restricted the usual flow 
of cheap labor so necessary to American indus- 
try. The demand for such labor being great 
and the European supply shut off, it was neces- 
sary to look elsewhere. 

Industry found the solution by creating within 
the boundaries of the United States, a new mi- 
gration, from the country, to the urban centers 
of high industrial activity. This migration, 
chiefly or indeed almost exelusively affected the 
colored race. It brought the Negro from the 
the Tuberculosis Association, 
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sparsely settled communities of the south, from 
the comparatively indolent life of the plantation 
to the hard labor of the gravely tuberculized, 
highly congested communities. In so doing, un- 
consciously and without malice aforethought, in- 
dustry created a serious health problem for the 
cities of the north. This migration caused a 
halt, for the time being, in the consistent down- 
ward trend of tuberculosis mortality. 


To demonstrate the proportions of the prob- 
lem and to define the extent to which the Negro 
‘ace, extremely susceptible to tuberculosis, was 
suddenly urbanized, I may quote the following 
statistics to show the increase of Negro popula- 
tion in Chicago. In 1900, we had a Negro pop- 
ulation of 30,000; in 1910, 44,000; in 1920, 
109,000 and, in 1928, over 170,000. Considering 
tuberculosis mortality statistics alone, we note 
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that in Chicago among Negroes in 1929, the 
mortality per 100,000 in Negroes was 404.5, as 
against a tuberculosis mortality of 57.7 in the 
whites. These figures indicate that the tuber- 
culosis mortality for the Negroes, even at this 
recent date, was over seven times that of the 
whites. These figures reveal sufficiently the 
eravity of the new menace which had to be met. 

Another factor which, likewise, arrested the 
downward trend of tuberculosis mortality tables 
rose from quite a different direction. Change 
in the current conception of womanly grace and 
a ‘‘fadistic’’? decree that slim figures were the 
mode, created a new danger. Diet formulas, 
poor in fat, vitamines and minerals, designed 
to promote a svIphlike figure formed the basis 
of the new menu for our young women and re- 
sulted in creating changes in the body chemistry 
which rendered adolescent women highly sus- 
ceptible to infection, particularly tuberculosis. 
Animal experimentation has definitely proved 
that such deficiency diets are productive of a 
susceptibility which allows ubiquitous tuber- 
culous infection to reap its full harvest of ae- 
tive tuberculous disease. The risine wave of 
tubereulosis in adolescent females which fol- 
lowed the new conception of life and living as 
seen by our girls, has not, as vet, been overcome. 

I bring these two factors before vou to illus- 
trate that tuberculosis control cannot exist on 
fixed policies of organization. I have, indeed, 
had a very definite purpose in mind in emphasiz- 
ing thus early in my paper the significance of 
special health menaces. I wish to stress, above 
all, that the tuberculosis organization or, indeed, 
any health organization, must be capable of 
coping with every eventuality, must be eapa- 
ble of adequately meeting emergencies as they 
arise. Before I enter into detail of organization, 
I wish to emphasize a general principle. The 
tuberculosis organization to be effective, must 
be capable of expansion; it must be adequate to 
mect the existing situation and must, further- 
more, rest on such foundation that it can be ex- 
panded and amplified to take care of new condi- 
tions and emergencies. In short, the ideal or- 
vanization must be so sensitized that it will react 
readily to the presence of danger, must be so 
flexible that it will be capable of change and 
adaptation to a new menace, and, finally, must 
be so expansive that it will be capable of sud- 
den developmental growth without intraorgani- 
zational disruption. 


LEGISLATION 

Legislation constitutes the first step in the evo- 
hition of the tuberculosis institution. Prior to 
this first actual step, however, it is necessary to 
bear in mind that the field had to be prepared 
and the seed sown. It is necessary for some 
agency to define and broadeast throughout the 
community the existing situation and the need 
for legislation. This primary function is, in 
most instances, undertaken by private organiza- 
tions, such as the Chicago Tuberculosis Institute, 





in our city and the Boston Tuberculosis Associa- 
tion in your city. The need once defined, the 
requisite amount of publie interest being stim- 
ulated, the stage is set for the enactment of leg- 
islative measures and the absorption of the pro- 
eram by duly appointed public bodies. 

Laws and regulations founded on scientific 
fact must form the basis for any effective plan 
of tuberculosis control. Legislation, as it affects 
a public health campaign, is of two kinds: en- 
abling legislation and coercive legislation. En- 
abline legislation, as the name implies, is legis- 
lative procedure which enables us to bring the 
idea to realization, in other words, which pro- 
vides the essential funds for the work and a 
skeleton plan of organization structure. 

The Glackin Act 

Our tuberculosis work in Chicago is made 
possible through the operation of the Glackin 
Act. This Act gives to residents of cities or 
villages in the State of Illinois, the right to: 
determine by referendum vote the proposition 
as to whether they will permit a special tax to be 
levied, to be used in the prevention and treat- 
ment of tuberculosis. In the City of Chicago, 
the tax rate at the present time is .6 mills on 
every dollar valuation of real property and 
nets a revenue of over two million dollars a 
vear, 

In addition to the provision for finances, this 
Act also provides an outline of the organization 
structure. It specifies that the Mayor of the 
City or the President of the Board of Trustees 
of the village coneerned, with the approval of 
the city council or trustees, as the ease may 
be, shall appoint a board of directors, consist- 
ing of three members, one of whom shall, like- 
wise, be a member of the board of health. The 
stipulation that one of the directors shall be a 
member of the board of health, insures that the 
police power invested in the board of health may 
be available for use in those features of tuber- 
culosis work that require the support of such 
power. 

The Board of Directors is given practically 
unlimited power concerning the various phases 
of tuberculosis work in the community. The 
Glackin Act was amended to cover all phases 
of both institutional treatment, home and pre- 
ventive work, thus making possible the creation 
of a field organization as well as a sanatorium, 


all under the direction of the same board. All 
policies referable either to the sanatorium 


proper or to the field organization proper, are 
accordingly elaborated and introduced into op- 
eration by the board of directors. This arrange- 
ment is deserving of special emphasis and con- 
sideration. 


Coercive Legislation 


The Glackin Act, as stated, is the enabling 
legislation. By providing the finances and the 


skeletal structure, it enables the idea to germi- 
In itself, the Act is non-militant, 


nate into fact. 
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and is-net provided with the armament necessary 
to conduct an active health campaign under 
present day conditions. It has nothing to do 
with health enforcement measures; it has no 
erip, no teeth, and was never designed to have. 
Health enforcement lies in a different province 
and is realized through the enactment of the 
necessary coercive measures. 

Some may object to this term ‘‘ coercive legis- 
lation’’, Unfortunately, even in this present 
rather advaneed age of civilization, legislation 
for the protection of health is still necessary. It 
is just as logical to take away from the soldier, 
who is entrusted with the physical welfare of 
his country, the bayonet and rifie, as to take 
away the power of coercive legislation from pub- 
lic officials entrusted with the health of the 
community. 


ce 


The public health physician, as such, com- 
ing in intimate contact with sickness and misery, 
in so far as may be, is guided by humanitarian 
principles. The public health physician, how- 
ever, as an official having relation to disease 
which threatens the health of the community 
as a whole, must be euided also by principles 
of publie expediency and by considerations 
which protect community health and happiness. 

The cause of publie health should be pro- 
moted exclusively in the interests of the public 
and in a spirit of friendliness and considera- 
tion; it should, in a large measure, rely on 
precept and propaganda, or basie educational 
measures, and on individual instruction through 
various agencies. Certain elements in the citi- 
zenry, however, are refractory to health meas- 
ures as they are to various other measures de- 
signed for the protection of the people as a 
whole. For such reealeitrants, the ‘‘big stick’’ 
may be advisable, even essential. In matters 
of health, the ‘‘big stick’’ is furnished by c¢o- 
ercive legislation. 


State Rules and Regulations 

Coercive legislation, as applicable in Chicago, 
is embodied, for the greatest part. in the State 
Rules and Regulations laid down by the Illinois 
Department of Publie Health and fostered, pri- 
marily, by our organization. The rules and 
regulations deal speeifically with the reporting 
of the case, home supervision, the management 
of the open ease, child contact and segregation. 


The Repori 

The report of the ease is the first considera- 
tion in any tuberculosis campaign. We must 
estimate the seriousness of the problem before 
we attempt to combat it; we must uncover the 
enemy and determine his numbers and position 
before we ean lay down a barrage or launch an 
attack. We cannot fight unreported tuberculo- 
sis, hidden in atties or eellars, or even con- 
scientiously guarded from public health super- 
vision in good homes. We cannot fight a menace 
over which ignorant people or misguided physi- 





cians throw a mantle of invisibility. A tuber- 
culosis organization can be said to function 
properly only when eases of tuberculosis, located 
through the medium of the report, are efficiently 
and conscientiously supervised. 

To most of us today, the necessity for this 
first measure of control—the compulsory report 
—seems self-evident. Nevertheless, the applica- 
tion of the principle is not, unfortunately, by 
any means, universally practiced. Even today, 
in certain countries and communities, the re- 
port of the tuberculosis case is not compulsory, 
or the report is only compulsory under certain 
conditions that greatly decrease the value of 
the measure. Undoubtedly, those countries and 
communities must eventually come to the con- 
clusion that without the report, all other anti- 
tuberculosis procedures are ineffective and 
barren, and all expenditures futile. 

[I take a moment to quote paragraph 1, of 
Rule IT, of the Illinois State Rules and Regula- 
tions, which has reference to the reporting of 
the case: 

“Every physician, attendant, laboratory 
worker, parent, household or other person 
having knowledge of a known or suspected 
case of tuberculosis shall immediately re- 
port such known or suspected case of tuber- 
culosis in writing or by telephone to the 
local health authority. Every case reported 


by telephone shall be followed by a written 
report within twelve hours.” 


It may be of interest to know that the Muniei- 
pal Tuberculosis Sanitarium is the active tuber- 
culosis institution in Chicago, that all cases re- 
ported, whether the report comes from the pri- 
vate physician, the private clinic, or the publie 
clinic, is referred automatically to our organiza- 
tion and, thus, is immediately placed under our 
supervision. 

It is not sufficient that the ‘‘compulsory re- 
port’’ be on our statute books as a passive meas- 
ure; it should be conscientiously and actively 
practiced by the physicians in the community. 


Enforcement of the Report 

Measures to promote a conscientious reporting 
of the case may be and, indeed, often are advis- 
able in many communities. Unless some degree 
of supervision is exercised, laxity is liable to de- 
velop and nullify the utility of the measure. 

In 1908, tuberculosis for the first time was 
made a reportable disease in Chicago. During 
this first year, 2,577 new cases were reported 
and, in the same period, 8,915 deaths from 
tuberculosis occurred. In 1929, 6,540 new cases 
were reported and 2.550 deaths oceurred. It is 
interesting to note the ratio of reported cases 
to deaths as affecting the two periods. The 
figures indicate, if such indication be necessary, 
the truth of the axiom in tuberculosis work, 
that tuberculosis mortality decreases in pro- 
portion to the number of cases located and 
placed under supervision, providing, of course, 
that the supervision be adequate. 
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Our Hearing Board Experiment 

To promote more conscientious reporting of 
cases in Chicago, a hearing board was _ estab- 
lished in 1918, to which physicians who did not 
report cases were called to account for their 
laxity. The board was operated over a period 
of four years and, in that period, 1,586 physi- 
cians were called before it for explanation, edu- 
cation and, in rare instances, discipline. It may 
be of interest to note that it was only found 
necessary to prosecute three cases and to note 
further that of these three cases prosecuted, a 
conviction was obtained in every instance. 

The hearing board served its function well in 
the early days, and served to stimulate the con- 
science of the physicians in the direction of pub- 
lic health; although it has been discontinued in 
recent years, it may again, at any time, be called 
into function should the situation so demand, 

The other measures of coercive legislation, 
such as coneern the open case, the child contact 
and segregation, will be dealt with as we dis- 
cuss the function of the various units in a tuber- 
culosis organization. 


STRUCTURE OF THE TUBERCULOSIS 
ORGANIZATION 


THE 


The structure of the modern anti-tuberculosis 
organization consists essentially of two main 
units—the sanatorium proper and the field unit. 
Under our system as operative in Chicago, both 
the Sanitarium and the field units are under the 
control of the board of directors. This feature 
makes it possible to develop a universal plan, 
operative throughout the entire institution. The 
board of directors, having sole responsibility 
and full authority, are in a position to dictate 
a unified plan of treatment and control, which 
reaches the pre-sanatorium patient in his home, 
the sanatorium patient in the institution, and 
again, the post-sanatorium patient in the home. 

The board of directors as the one responsible 
body has the power to codrdinate the function 
of the various units so that the activities of the 
field force supplement and enhance the activi- 
ties of the sanatorium proper, and vice versa. 


The Dispensaries 

The dispensaries, eight in number, under the 
supervision of a head physician and head nurse, 
are each staffed by a personnel of two full time 
physicians, or one full time and two part time 
physicians, and by a nursing complement of 
twenty-four. The dispensaries are open full 
time, from 9:00 A. M. to 5:00 P. M. and two 
evenings a week, from 7:00 to 9:00 P. M., for 
the benefit of those who cannot come during 
the day time. The elinies are located in the con- 
gested districts, where tuberculosis is normally 
prevalent. On our mortality spot maps the 
location of the clinics is apparent at a glance, 
by the fact that the clinie neighborhoods are 
marked by little crimson blotches formed by 
the coalescence of red pins, each one of which is 
indiéative of a tuberculosis death. 





I wish to stress briefly the importance of a 
full time staff and of clinics open to the public 
during the full period of the working day. In 
the ease of the Municipal Tuberculosis Sani- 
tarium, consequent on the innovation of the full 
time plan, the registration almost trebled in 
two years. This fact, alone indicates that a real 
necessity for a full time program had been long 
existent. 

Tuberculosis control in a large community is 
a full time job, and a plan based on any other 
premises must eventually misearry. 

Field Routine 

In our field department, at the writing of this 
paper, there were, under supervision, 51,331 pa- 
tients. Of these, 19,555 have active tubereu- 
losis and 31,776 cases were under observation. 
These observation cases belonged to two elassi- 
fications: contact cases who had lived in inti- 
mate contact with an actively tubereulous pa- 
tient and, for this reason needed treatment, and 
cases of suspected tuberculosis undergoing the 
process of diagnostie clearance. In this list also 
are included 3,376 private physicians’ cases. 
The Private Physician’s Case 

The codperation of the private physieian is 
vital to the suecess of an anti-tuberculosis cam- 
paign. It is, therefore, requisite that every 
courtesy be extended to him in the conduet of 
his case. Our field force is instructed to fur- 
ther, in every way, the interests of the physician 
and to cooperate with him in the management of 
his patient. As a first step in securing the eo- 
Operation of the private physician, a letter is 
sent to him immediately on receipt of his report. 
It may not be amiss to quote a paragraph from 
this letter, which also contains a copy of the 
State Rules and Regulations for the control of 
tuberculosis : 

“It is essential from the viewpoint of pub- 
lic health and the welfare of the patient, 
that he have certain information. We, 
therefore, earnestly recommend that you in- 
form this patient and his family of the facts 
which are marked in the enclosed copy of 
regulations.” 

In another paragraph the letter states: 

“In compliance with these rules, and to 
insure proper supervision of the case, one 
of our nurses will visit the home of the pa- 
tient at definite intervals.” 


If a patient under the supervision of a pri- 
vate physician dies, we send out our form letter 
No. 2. This letter draws the attention of the 
practicing physician to the necessity of exam- 
ining the contacts. A paragraph from this let- 
ter reads: 

“Of course you realize that it is of the first 
importance to have the contacts, especially 
children contacts and young adults, exam- 
ined for possible infection and disease.” 


Consultation Service 
Consultation, which we offer free of charge, 
our dispensary service. 


is a feature of 


The 
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practicing physician has at his command, at any 
and all times, the services of a specialist in tu- 
bereulosis for the purpose of consultation and 
advice. No charge is permitted for the consul- 
tation. Furthermore, the private physician is 
allowed to send in, for x-ray and fluoroscopic 
examination, patients who cannot afford to pay 
for this service at a private laboratory. 
Supervision in the Home 

In the province of field supervision and home 
treatment, at the present time, 189 graduate 
nurses are employed. The city is divided into 
eight dispensary districts, according to the 
density of population. Each dispensary district 
is, in turn, subdivided into smaller nurses’ dis- 
tricts. 

The funetion of the field nurse is twofold: 
she is primarily, as a public health nurse, re- 
sponsible for the maintenance of public health 
standards; secondly, as a home service nurse 
she is responsible for nursing care and manage- 
ment in the home. In her service to the dispen- 
sary patient she is subject to the instructions of 
the dispensary physician; in service to the pri- 
vate physician’s patient she is, of course, sub- 
ject entirely to the instructions of the private 
physician. 

The tuberculosis field nurse must be a spe- 
cialist; she must devote her time exclusively to 
the problem of the tuberculous patient. We 
have found, from experience, that when this 
element of specialistie nursing is disregarded, 
the tuberculosis work has, invariably, suffered. 
The neglect of the tuberculosis work is in pro- 
portion to aetivity in other fields. When tuber- 
culosis nurses have been placed on general dis- 
trict duty, as for instance during an epidemie, 
the peak of non-tuberculous eontagion has also 
constituted the low tide of tuberculosis activity. 

Indeed, the same may be said regarding the 
tuberculosis organization as a whole. <A tuber- 
culosis organization cannot funetion effectively 
as a subsidiary of another health agency. The 
tuberculosis organization, if it is to be effective, 
must operate independently and must be in a 
position to pursue its own objectives untram- 
meled by other influences or diverting cross-cur- 
rents. 


The Open Case 

Next to the compulsory report, coercive leg- 
islation, which we have already adverted to, 
finds its greatest field of usefulness in connee- 
tion with the management of the open case. The 
open ease is the alpha and omega—the beginning 
and the end of a tuberculosis campaign. We 
know that tuberculosis is a communicable dis- 
ease; we know that the open ease is the medium 
of communication; we realize fully that the pa- 
tient with the positive sputum is the sower of 
the seed, the individual who broadeasts infee- 
tion throughout the community. 

We are convinced of all this, and still we hes: 
itate; we are unwilling, many of us, to go the 





full length of our conviction. Most of us admit 
that the open case should be segregated. We 
are unwilling to put this conviction into practice 
and to actually segregate the actively tubercu- 
lous mother or father from the contact, suscepti- 
ble child. 


Methods of immunization in practice among 
children, such as suggested by Calmette have 
not, as yet, proved certain as preventives; while 
we hope that eventually success will meet the 
research and experiments based on preventive 
inoculation, until such time I still feel that iso- 
lation is the most important and most rational 
method of prophylaxis. 


Prophylaxis in the Contact and Pretuberculous 
thild 

There is need for keener realization of the 
problem of the contact and pre-tubereulous child. 
Three years ago, realizing this, a new system of 
contact study and supervision was inaugurated. 
Every individual who had been in contact with 
a ease of active tuberculosis, child and adult 
alike, was examined, charted and placed under 
supervision for an indefinite period. Especially 
in childhood is contact supervision of impor- 
tance and we should endeavor to build up the 
resistance of those in this group who are sub- 
standard physically. 

In Chicago we attempt to reach this objective 
by open window rooms and preventorium rou- 
tine. We conduct 61 rooms with a total enroll- 
ment of 1,830 children. At our preventorium 
which is located on the Sanitarium grounds, 
quite apart from the quarters of the adult pa- 
tients, we care for approximately 200 children. 
In addition, during the school vacation period, 
by means of tents and portables, we care for a 
greatly inereased number of children, from the 
congested districts, who show evidence of an 
impaired physique or who live in the same house 
With an active case of tuberculosis. 

Procedure in Chicago 

Your speaker, as chairman of a committee in 
1918, wrote into the state regulations, a para- 
graph concerning the separation of child con- 
tacts from the open case. This paragraph, em- 
bodied in Rule 111, reads: 

“No child under sixteen (16) years of age. 
shall live in the same home, apartment or 
other place of abode or habitation occupied 
by a person suffering from active or open 
pulmonary tuberculosis (consumption ).” 


At present, this provision of the state law is 
enforced to the letter. No child under sixteen 
years of age remains in contact with an open 
case, af we have knowledge of the condition, that 
is, if the case has been reported. On December 
31, 1929, we had on our books, 3,051 open eases. 
Of these, only 23 were actually in contact with 
children and all of these were in process of clear- 
ance. During the course of the year, 2,058 chil- 
dren were removed from contact, thus saving 
them from continued, massive infection. 
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It may interest you to learn of the various 
steps used in the enforcement of segregation. 
These steps, in their order or application, are 

1. Friendly adjustment 

2. Forcible hospitalization 

3. Quarantine officer’s call and placard. 


Friendly Adjustment 

This method, in recent vears, has proved effec- 
tive in 95 per cent., or more, of our cases. Owing 
to educational propaganda, affecting both the 
physician and the public, we find that a correct 
realization generally exists concerning the dan- 
vers of the open case. 

Any one of three courses is open to the codper- 
ative family: 

1. The patient may go to a sanatorium. 

2. The child may find a home where there 
are no children. 

3. The children may be removed to our pre- 
ventorium, to the home of relatives, or to some 
other home or institution in which they will not 
be submitted to continued, massive infection. 


Forcible Hospitalization 

It is only in exceedingly rare instanees that 
it is necessary to employ forcible hospitaliza- 
tion. In 1929, in the management of a total of 
5,987 open cases, it was found necessary to resort 
to forcible hospitalization in only 27 eases. 
Forcible hospitalization is not a gesture. It is 
not often necessary but is the only effective pro- 
cedure in the management of the obstinately 
non-cooperative, or ignorant case. 


Quarantine Officer’s Call and the Placard 

These less severe measures of coercive legis- 
lation are used in the management of cases 
which are not open and which, if open, are not 
in actual contact with children; they are, fur- 
thermore, designed to correct less serious infrae- 
tions of the health law. 


HOME TREATMENT 


We feature home treatment as one of the 
striking needs of present day tuberculosis work. 
The benefit received from a few weeks or months 
of sanatorium e¢are is readily nullified by unfav- 
orable environment in the home. We have pub- 
lished a Bulletin which covers all the phases of 
modern home treatment, diet, home hygiene, ete., 
and our nurses furnish a copy of this Bulletin 
to every dispensary patient. 


Intensification of Field Activities 

Intensification of field activities and the trans- 
ference of certain sanatorium activities to the 
field staff are also things which appear to us to 
be self-evident needs. 

A passive, routine-minded field organization 
shows little in the way of dividends to compen- 
sate for the expenditure involved. We have felt 


that a speeding up of general field activities is 
essential, that codrdination of field and sana- 
torium objectives is, in every way, desirable. We 
have found that we are able to shorten the period 





of sanatorium stay by the introduction of more 
effective measures into our field plan. 

In addition to our efforts to carry the sana- 
torium routine into the home by specializing in 
home treatment, we have also introduced cer- 
tain innovations, as a pneumothorax clinie which 
takes over some of the functions of the sana- 
torium proper. To the pneumothorax clinic, for 
instance, operated at one of our dispensaries, pa- 
tients dismissed from the sanatorium come for 
refills, as indicated. 


The Sanatorium Proper 

The present day needs should indicate a short- 
ening of the sanatorium stay. This objective 
we have attempted to obtain, in the first place, 
as stated, by intensification of field activities 
and, in the second place, by intra-sanatorium re- 
forms. 

It has been our aim to place the Municipal Tu- 
berculosis Sanitarium on the basis of a modern, 
general hospital. In the past, unfortunately, 
the tuberculosis situation has been one of two 
things. It has, on the one hand, been a small, 
private institution supervised by a medical staff 
with limited potentialities, which eared for early 
cases, many or most of whom were cured. On 
the other hand, the large sanatorium of the past 
often has been a municipal institution utilized 
predominantly as a dumping ground for hope- 
less cases whose only reason for sanatorium res- 
idence lay in the fact that such patients con- 
stitute a menace to the community. 

To create a scientific and progressive atmos. 
phere and to make certain that the tuberculous 
individual in residence would receive all the ben- 
efits of care necessary in any complication, tu- 
bereulous or non-tuberculous, an attending and 
consulting staff was appointed. This consulting 
staff, chosen from the professorial ranks of our 
leading universities, was entrusted with the 
prosecution of the new idea. 

The specialistie service rendered to the pa- 
tients in residence at our Sanitarium has been 
reflected in a shortening of the period of sana- 
torium stay; it has also been reflected in a de- 
creased mortality and increased turnover rep- 
resenting better service to greater numbers in 
our community. 

Research 

There is need for more exhaustive and eon- 
scientious research. Every large institution, as 
part of its laboratory procedure, should carry 
on well-organized research programs. The re- 
search should be carried on jointly by the elini- 
cal and laboratory departments and these two 
branches should be harmoniously welded in a 
plan of routine codperation and mutual help. 


Education 


There is further need for education—for edu- 
cation and instruction not only of the publie 
but of the physician. Your speaker, for many 
years, has felt that it is useless to teach the 
lay individual to suspect tuberculosis unless the 
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practitioner of medicine has learned to confirm 
or remove that suspicion. 

With this purpose in mind and in an effort 
to promote professional education, in 1927, I in- 
augurated a School of Tuberculosis for under- 
eraduate, graduate and post-graduate instrue- 
tion. The undergraduate course is now made 
requisite to the senior medical student of three 
class A medical schools and consists of a series 
of lectures and an actual residency in service 
at the Sanitarium. Graduate instruction in 
connection with the graduate school at the uni- 
yersities is also in vogue and courses in post- 
eraduate instruction for those practicing physi- 
cians who are interested in special phases of the 
work, are held at intervals. 

In the field educational plan we attempt to 
meet the needs of the practicing physicians. 
Our first experimental course was conducted 
on the South Side in the Negro district. Over 
50 Negro physicians attended the first series 
of lectures and course of practical instruction. 
At the conclusion of the course, certificates were 
presented to the physicians who had attended. 


In the future, we propose to swing this course 
of instruction from one district to another, from 
one dispensary to another, carrying the rotat- 
ing elinie, as we eall it, to the physician who 
is not at leisure to come to us. Past and pres- 
ent indications foreshadow great things for the 
future of our rotating elinie. 


Lay Education 


There is still room for considerable improve- 
ment in the province of lay edueation. The 
ereat mass of the people can be led to take a 
definite interest in tuberculosis if they are 
reached with sufficient force through the proper 
channels. Relying on a well managed statistical 
department, noting the variations in the mor- 
bidity and mortality curves according to race, 
age and sex, releases may be prepared that are 
rich in interest and applicable to all sections 
of the community. 

Statistical research of the first quality is es- 
sential to a correet program of lay education. 
There is great need for a competent statistical 
bureau in every tuberculosis organization. 
Such a bureau should have available at all times 
and on short notice, all figures referable to the 
trend of tuberculosis in the community. The 
statistics should be ecross-indexed according to 
a definite plan, so that age, race, sex, and other 
such groups may be eross tabulated, one against 
the other. Statistics form the backbone of an 
institution and the subject should receive more 
attention than is frequently allotted to it. 





The Release 

The publicity release is of first importance. 
It should be timely, and hold matter of topical 
interest. A spasmodie release every six months 
or so is not sufficient. Periodical, forceful, in- 
cisive messages of publicity are necessary. It 
is not sufficient alone, to reach the readers who 
peruse the great daily journals. Many of our 
foreign-born cannot read the American daily 
journals and thus cannot be reached with the 
message. It is necessary also to send periodical- 
lv, well-timed releases to various foreign, local 
and Negro papers. 

In our institution we have on our list, 125 
foreign and loeal newspapers to whom releases 
are sent on an average of once a month. 

* * %€& * 

In conclusion, your speaker wishes to empha- 
size that the present day needs in tuberculosis 
control are not sufficiently realized. The mat- 
ter of the compulsory report does not receive 
its due emphasis and considerable laxity is al- 
lowed to prevail in this connection. 

There is need for more uniform legislation— 
municipal, state, and national—on the subject 
of tuberculosis. As regards the structure of the 
tuberculosis organizations, there is need for 
ereater elasticity and adaptability. The tuber- 
culosis organization must be ready, not only to 
cope with existing conditions but must be ¢a- 
pable of expansion to meet emergencies. 

There is need for greater codrdination of ae- 
tivity throughout the tuberculosis institution, 
need especially for a plan which will make uni- 
fied control, throughout the entire organization, 
possible. There is need for specialization, both 
as regards the medical and nursing personnel 
and the institution proper. <A tuberculosis or- 
ganization cannot function as a subsidiary to an- 
other health ageney. 

There is need for accurate and conscientiously 
kept statisties so that the tuberculosis organiza- 
tion will be sensitive to changes in morbidity 
and mortality rates and it, as well as the pub- 
lic, will be put on guard concerning new dan- 
gers. There is need, finally and above all, for 
better understanding of the problem of the open 
case. Until such time as some program of active 
immunization may become practical, the activi- 
ties of a tuberculosis organization must, of ne- 
cessity, center on the management of the open 
case. 

Control of the open ease is, as stated, the 
alpha and omega of a tuberculosis campaign 
and unless this principle is kept well in mind, 
the tuberculosis program, no matter how ambi- 
tious and elaborate, cannot hope for any ap- 
preciable measure of success. 
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VINCENT’S ANGINA 


BY GEORGE 0. CUMMINGS, M.D.* 


INCENT’S angina, also known as trench 

mouth, uleero-membranous angina, pseudo- 
membranous angina, ulcerative stomatitis, ul- 
cero-membranous tonsillitis, chaneriform  ton- 
sillitis, has inereased markedly since the World 
War. 

It was originally deseribed by Plaut in 1894? 
and by Vincent in 1896°. 

It is a mildly contagious disease which affects 
particularly the tonsils and the tissues about the 
teeth. More rarely, it attacks the larynx* and 
tracheobronchial treet. Its organisms have been 
found in middle ear diseases®:® 7; Ottoni has re- 
ported a fatal case of mastoiditis due to this in- 
fection®. Thompson cites a fatal case of brain 
abscess due to Vineent’s angina following the ex- 
traction of a tooth®. Balanitis and ulcerations 
about the genitals have been caused by its organ- 
isms'®, which have also been found among bac- 
teria associated with noma and Ludwig’s angina. 
Vineent’s infection in a finger has followed a 
human bite’. Tunnicliff has reported a general 
infection with multiple abscesses subsequent to 
this disease’?; it has also been followed by 
necrosis of the jaw’. 

The infective organisms, a fusiform bacillus 
and a spirillum, live in symbiosis. There has 
been debate as to which plays the more impor- 
tant role and whether the spirillum is a degen- 
erative form of the bacillus. Apparently early 
in the disease the fusiform bacillus predominates, 
the spirilla increasing in number as it progresses 
and deereasing with convalescence. 

Carpenter, Miller and Epstein’®, Reasoner 
and Gill’®, Tenney'* and others feel that these 
organisms may be found in many normal mouths. 
Carpenter reported the following examinations 
of smears taken routinely from tonsils before, 
and from tonsillar fossae three weeks after 
operation in cases where there was no reason to 
suspect Vincent’s infection: 

Percentage of 
cent’s 
bacillus 

Percentage of tonsils showing no Vin- 
cent’s spirochetes but fusiform 
bacillus 13% 

Percentage of tonsils showing no Vin- 
cent’s spirochetes or fusiform ba- 
cillus 


tonsils 
spirochetes 


Vin- 
fusiform 


showing 
and 








37% 
100% 

Smears taken three weeks after the opera- 
tion showed the following results: 





Fairly numerous spirochetes and fusi- 











form bacilli 13% 
Very few spirochetes and fusiform ba- 
cilli 31% 
Negative for spirochetes or fusiform 
bacilli 56% 
100% 


*Cummings—Attending Surgeon, Ear, Nose and Throat Serv- 
ice, Maine General Hospital. For record and address of 


author 
see “This Weck’s Issue’, page 785. 





Bloodgood!’ states that he has never found 
the organisms of Vineent’s angina in a mouth 
from which all the teeth have been extracted. I 
have found them as secondary invaders in an 
edentulous patient having a cancer of the tonsil. 
They color readily with methylene blue and 
earbol-fuchsin. The spirilla are more easily seen 
if Giemsa’s stain has been used. 

This disease most frequently affects young 
adults, but may be seen in children during their 
first dentition and in the aged. As Bloodgood 
intimates, we should not expect to find it in those 
without teeth. Cigarette smokers, whose front 
cums are frequently irritated, seem more than 
usually susceptible. 

Clinically it should be differentiated from 
diphtheria, syphilis, malignancy, and less fre- 
quently from tuberculosis, scurvy, mouth mani- 
festations of certain blood dyserasias such as 
pernicious anemia, aplastic anemia, acute leu- 
kemia, ete., bismuth or mercurial stomatitis, 
mouth manifestations of erythema multiforme 
and pellagra. 

Vineent’s angina appears on the tonsil or 
mucous membrane as an ulcerated area the edges 
of which are red and irregular, having a rather 
firm base and being filled with loose grayish 
necrotie tissue which cannot be wiped off cleanly, 
the attempt leaving the ulcerated surface oozing 
blood. In contra-distinetion, the membrane of 
diphtheria appears painted on and is more 
superficial. Chanere of the tonsil or mucous 
surface presents a punched out, regular outline, 
showing less necrosis: and having a firmer base. 
Secondary syphilitie lesions are more slimy in 
appearance, more superficial, and less indurated. 
Tertiary syphilitic lesions are longer in duration 
and give rise to few symptoms. Uleerating new 
erowths are more sluggish and indurated. 

In the simpler cases diagnosis may be made 
clinically, and confirmed by finding the charae- 
teristic organisms in a stained smear. A culture 
should be taken at the same time, although this 
disease should be rarely confused with diph- 


theria or exudates resulting from pyogenic 
organisms. After a smear has been examined, if 


there is still doubt of the diagnosis and the con- 
dition does not yield to treatment, or, if  sal- 
varsan is to be used, blood for Wassermann or 
Kahn tests should be taken. If doubt then 
exists, the smear should be examined for tubercle 
bacilli, the fungus of actinomyeosis or if eoc- 
cidioidal granuloma, ete. If these procedures 
have yielded negative information, or treatment 
is resisted, a biopsy should be performed and 
the tissue examined for malignaney. The blood 


should then be examined for possible disease. 

It would seem there should be little difficulty 
in differentiating the stomatitis of Vincent’s an- 
gina from that of erythema multiforme, pellagra, 
scurvy, or of bismuth or mercurial stomatitis. 
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In the mouth Vincent’s angina most com- 
monly oceurs about the back teeth. It should be 
easily differentiated from pyorrhea in which 
there is formation of liquid pus, little infiltra- 
tion of tissue, little or no tenderness or pain, and 
a history of long, gradual onset; while in this 
disease there is an accumulation of necrotic ma- 
terial about the teeth accompanied by soreness, 
foul odor to the breath with, or without, saliva- 
tion and pain. 

The severity of the case is determined by the 
resistance of the individual and virulence of the 
infecting organisms. When the disease attacks 
the tonsils or gums, the distress may range from 
severe pain to discomfort on swallowing or chew- 
ing. Lymph nodes at the angle of the jaw are 
usually swollen and may be exquisitely tender. 
Constitutional symptoms are usually present for 
a few days and may be quite severe. The tonsil 
may be almost entirely sloughed away in neg- 
lected cases, while untreated disease about the 
teeth generally reaches a subacute stage with 
low grade ulceration usually found in the re- 
dundant gingival folds about the third molars. 
Vineent’s angina about the larynx or in the 
tracheobronchial tree doubtless arises from these 
semi-chronie eases. 


When this disease occurs elsewhere than at the | 


usual sites of election, the gums or tonsils, the 
diagnosis is apt to be made in the laboratory. 

Coneerning treatment, the vast number of 
drugs which have been tried and are being tried 
only go to show that there is no specific. There 
follows a discussion of some drugs that have 
been advocated for this disease. 

Mereury has been used in various forms and 
combinations. A favored prescription contains 
bichloride of mercury combined with peroxide of 
hydrogen. There seems little excuse for using 
this drug@ when there are many less poisonous 
antisepties. 

Mereurochrome in a 10% solution is of some 
avail in early mild cases affecting either the 
tonsils or gums. 

‘*Metaphen’’ is a mild antiseptic: which may 
be employed in an alkalinized 1-500 solution to 
Hush out the gingival folds and is also of value 
as a mouth wash and garegle in a 1-5000 solution. 

Silver nitrate is of surprisingly little worth 
in Vineent’s infection of the tonsil and should 
not to be used about the gums as it is apt to 
stain the teeth permanently. 

Silver proteinates are of practically no value. 

Copper sulphate is apt to stain the teeth and 
has little place in the treatment of this malady. 

Zine sulphate, in weak solution, has nothing 
to recommend it except its astringent properties. 

Bismuth tartrate in a 30% emulsion has been 
used as a topical application®®. 


Various proprietary solutions containing 


chlorine may be employed for mouth washes and 
gareles, 

Hyvdrochlorie acid in weak solutions has been 
used about the gums but is likely to damage 
the enamel of the teeth. 





| 
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Tineture of iodine, like silver nitrate, is of 
little value. 

Hydrogen peroxide is beneficial as a mouth 
wash and gargle as it bubbles away necrotic 
material. 

Permanganate of potash has been used in 
weak solution as a germicide. It has little to 
recommend it. 


Sodium perborate when applied about the 
eums gives off nascent oxygen and thus acts as 
a germicide, at the same time mechanically bub- 
bles away debris. 

Many drugs of the phenol group give anti- 
septic qualities to mouth washes and gargles. 
There is no object in using them in strong solu- 
tions for their escharotic effect. 

Hexylresorcinol solution, S. T. 37, is a mild 
antiseptic that may be employed to flush the 
gingival folds in full strength and as a mouth 
wash or gargle, either in full strength or diluted 
with from one to three parts of warm water. 

Trichloracetie acid as an escharotie or in solu- 
tion has nothing to recommend it. 

Chromie acid has been used as an escharotie 
and in solution. It is best applied in a solution 
from 2 to 10% as a topical application to ton- 
sils or gums. It should not be used in excess 
as it is a poison affecting the kidneys. 

Arseni¢e has been used in many forms. Fow- 
ler’s solution has been made a constituent of 
mouth washes and gargles. Its use is to be con- 
demned as there are equally effective mouth 
washes and gargles that are less poisonous. 

Neo-salvarsan has been applied as a powder. 

Salvarsan has been used in a 10 to 15% solu- 
tion in glycerine as a topical application and its 

various forms have been employed intravenously. 
This drug in its different forms and methods 
of application is the sheet anchor in the treat- 
ment of Vincent’s infection. 

An intravenous injection of 5 @e. of a 1% 
solution of antimony and potassium tartrate has 
been advocated, and might be worth remember- 
ing in a stubborn case that has not yielded to 
salvarsan and local treatment?®: *% *, 

Tpecacuanha has been made a constituent of 
mouth washes and gargles as it has been thought 
to be of worth in gingivitis associated with 
amoeba. It is of no value in this disease. 

Many analine dyes, carbol-fuchsin, methylene 
blue, brilliant green, gentian violet, ete., have 
been used as applications. They are unusually 
nasty to handle and may permanently stain the 
teeth. 

Solutions of acri-violet or neutral acri-flavin 
have been considered beneficial because of their 
antiseptic powers. 

Potassium chlorate was formerly thought to 
be a specific for this condition taken either in- 
ternally or used in solution. Its astringent qual- 
ities are to be considered. 

The above discussion of drugs and the follow- 
ing suggested outline of treatment are based 
upon some 150 eases of this disease seen in 
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private, dispensary, and hospital practice and in 
the United States Navy during the war, also 
upon conversations with many physicians and 
dentists. 

During the stage of invasion, if there are con- 
stitutional symptoms the patient should be kept 
in bed and treated with laxatives, antisepties, 
and bland = diet, in other acute disease. 
Either hot or cold packs may be used on pain- 
ful swollen elands. While mouth washes and 
vareles avail the patient little. they afford com- 
fort for the time being and it is well to pre- 
seribe them. They should contain some astrin- 
vent for the purpose of diminishing the saliva- 
tion, such as potassium chlorate, tincture of 
myrrh, or glyecerite of tannie acid, and some 
non-irritating antisepties, as hydrogen peroxide, 
chlorazene, or, elycerite of phenol. 


as 


Topical applications are of value in only the 
milder cases of Vineent’s angina affecting the 
eums, as they do not get down into the gingival 
suleus about the teeth, where the diseased con- 
dition exists. This should be flushed out with a 
syringe having a blunt pointed needle set at an 
angle with the long axis of the syringe as shown 
in the accompanying illustration. As the needle 





follows around in the gingival sulcus, pressure 
is slowly applied to the plunger of the syringe 
so that not only is neerotie debris washed out 
but mild antiseptics are applied to diseased 
areas. For this purpose I have found a 1-500 
solution of metaphen or hexylresorcinol solution 
S. T. 37 efficient, and prefer them to a 15% 
solution of salvarsan in glycerine. This treat- 
ment should be carried out daily, or every other 
day, until the condition quiets down. Most 
cases taken early will clear up within a week. 
The above treatment should be supplemented 
by the patient, by the use at home, of sodium 
perborate, an agreeable preparation of which is 
put out under the trade name ‘‘Vinee’’. This 
may be applied about the teeth with the finger 
or a soft tooth brush. Pledgets of cotton may 
be dampened and rolled in the sodium perborate 
and applied about the gums, being left in posi- 
tion for five minutes. The efficacy of this drug 
is due to the nascent oxygen which it liberates. 


When applied as a paste about the teeth, or 
on cotton pledgets, it has a greater continuity 
of action than it is possible to secure from per- 
oxide. It should be used as a dentifrice for 
some time after symptoms of Vincent’s angina 
have disappeared, 

In subacute, or chronie eases, patients may 
reinfect themselves from their tooth brushes, 
It might be well for them to have three, which 
may be used in rotation, one soaking in a solu- 
tion of chlorazene or some other mild antiseptie 
for sterilization, one drying, and one in use. 
If the gums are too tender for a bristle tooth 
brush, they may be massaged with the wet finger, 
or a rubber tooth brush that fits on the tip 
of the finger. After the symptoms of Vineent’s 
angina about the gums have disappeared, the 
teeth should be sealed by a dentist. 

When this disease affects the tonsils, the 
uleerated area should be wiped free of necrotie 
tissue and some antiseptie apphed. In my hands 
chromie acid in a 5‘ solution has been more 
effective than any other drug. Most cases clear 
up within a week. Mereurochrome, metaphen, 
hexylresorcinol and other mild antisepties may 
be used. Many cases treated early will yield 
to almost any regimen. 

When one reads the literature on this sub- 
ject, if is interesting to note that most writers 
| fall back on salvarsan used intravenously, al- 
i though, it is not a specific. I do not feel that a 
patient having early signs and symptoms of 
Vineent’s angina should be treated with sal- 
varsan intravenously until simpler loeal treat- 
ments have been tried. I have had three cases 
of this disease of some weeks’ duration which 
were treated with three, or four, doses of neo- 
salvarsan with no beneficial results. Hillsman 
and Driscoll report a case of fuso-spirillary in- 
fection that developed in a patient under active 
treatment with old salvarsan*!. Similar reports 
have been made by Sutton*? and others. Dr. 
Bb. DB. Foster, in a personal communication, in- 
formed me of a case of Vineent’s angina develop- 
ing in a patient under treatment with sulph- 
arsphenamine. In severe eases untouched by 
local treatment, or intravenous injections of 
salvarsan, intravenous injections of 5 ¢.e. of 1% 
solution of antimony and potassium tartrate may 
be tried. 

When this disease affeets the lungs, supportive 
treatment should be supplemented by intra- 
venous treatment. 

If this malady has attacked the tonsils, I feel 
they should be removed at a suitable interval 
after the condition has subsided as the individ- 
ual may not only be a carrier but might infect 
his tracheobronchial tree. 

It has been said that people on a reducing 
diet are more than usually apt to suffer from 
this condition. With this in mind, it would 





seem well in any stubborn ease to see that the 
patient was on a well-balanced diet rich in 
vitamins. 
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FACTS, FIGURES AND FICTION IN SOCIAL AND 
HEALTH STATISTICS* 


BY HOWARD WHIPPLE GREEN, 8.B.t 


] SUPPOSE Fiction has been used in this title 
as a synonym for Statistics in order not to 
repeat the word Statisties. 

I would rather reverse the order to Fiction, 
Figures and Facts in Social and Health Statis- 
ties. Haven’t we had Fiction long enough in 
our Social and Health Statistics? As an ex- 
ample of Fiction take the statement that the 
leneth of life has been enormously increased 
during the past 3 decades. When the figures 
are analyzed by a statistician canny enough not 
to be led astray by the erude figures, we are 
shown that practically the entire increase in 
length of life occurs in the younger age-groups, 
especially in the group under 1 year and there- 
fore the length of life as ordinarily understood, 
1.e., our expectaney, has changed but little. 


Facts are being more and more recognized. 


as the proper basis for planning all health and 
welfare activities. 

The census tract or sanitary district by which 
population is analyzed and demographieal data 
collected is of considerable assistance in deter- 
mining this fact basis for community planning, 
be it for health, for social work or for commer- 
cial endeavors. 

“Why Census Tracts?’?— The composition 
and characteristics of the population of each 
Ward are given in the published volumes of the 
Bureau of the Census for 1900, 1910, 1920, and 
these data will shortly be published for 1930. 
There were 42 wards in Cleveland in 1900, 26 in 
1920, and there are 33 in 1930. However, a care- 
ful scrutiny of the maps indicates that none of 

*Read at the annual meeting of the Boston Health League, 
February 13, 1930. 
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the Wards of 1910 was the same as in 1900 and 
while there were 26 wards in 1910 and the 
same number in 1920, none of them was com- 
parable and the 1930 wards with one exception 
were different from the 1920 wards. Therefore, 
in order to obtain a geographical unit constant 
over the years for which population data may 
be obtained and other data may be collected 
the Census Tract or Sanitary District is most 
valuable. 

‘‘TIlow originated ?’?’ — The Census Tract or 
Sanitary District was originated in 1902 by the 
Federated Churches in New York City because 
they found that the Boroughs of New York, 
there being no wards, were entirely too large 
in both area and population to aid in solving 
the neighborhood problems with which that or- 
ganization was faced. The Federated Churches 
obtained the interest of the Bureau of Census 
and in 1910,—the 9 eities in the United States 
having a population of half a million or more 
were enumerated by census tracts. The State 
census of New York utilized the areas in the 1915 
enumeration and the Federal Government again 
utilized them in 1920. 

The Federation of Churches being most in- 
terested in this project, published the population 
data for 1910 for New York City by Census 
Tracts and in 1920 other individuals and or- 
ganizations shared this burden through the New 
York City 1920 Census Committee, Incorporated. 
Cleveland was the second city to become in- 
terested in the Census Tract populations and 
the Cleveland Health Council early in 1925 ap- 
proved of my proceeding with this work. Chi- 
cago about the same time started to obtain Cen- 
sus Tract data from the Bureau of the Census 
and Detroit, taking a special official census at 
the expense of loeal organizations but super- 
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vised by the Bureau of Census, established and 
utilized Census Tracts in the spring of 1925. 

Thus we find in 1929, 10 cities laid out by cen- 
sus tracts for purposes of population enumera- 
tion and 3 cities actually have obtained data 
from the Bureau of Census relative to the com- 
position of the population in each census tract. 

A discussion in which I entered at one of the 
sessions of the National Conference of Social 
Work in Memphis in 1928, resulted in the 
speaker who presented a paper returning to St. 
Louis and later to Washington to interest both 
cities in this project. The secretary of the see- 
tion returned to Cincinnati and the chairman to 
Indianapolis with similar definite determina- 
tions. The enthusiasm of utilizing these definite 
areas for analyzing population data and collect- 
ine health and social faets permeated to Co- 
lumbus, Ohio, and to Omaha. Other cities such 
as Boston and Buffalo have become likewise in- 
terested so that the 1930 census will recognize 
census tracts in nearly 30 cities throughout the 
United States. 

Your modified map of Boston, I understand, 
has been accepted by the Bureau of Census. In 
Cleveland, as in Boston, not wishing to sacrifice 
the 1910 and 1920 data already collected, we 
have been forced to accept the areas drawn up 
by those not particularly interested in the proj- 
ect loeally and in fact in the ease of Cleveland 
some 15 years prior to the time when any local 
groups became interested. For this reason many 
of the areas are rather irregular and at times 
quite difficult to handle. 

I have attempted to answer the questions, 
““Why?’’ and ‘‘How?’’ Now to answer the 
most interesting question, ‘*Well what about 
it?”’ 

To answer this question let me briefly de- 
seribe how we have developed in Cleveland and 
show you what we have developed. 

It was realized that if we could publish a map 
showing the boundaries of each Census Tract 
and some basie data regarding each tract we 
might be able to get the community ready to 
utilize the data determined by the 1930 enumera- 
tion. To this end we published ‘‘An Analysis 
of Population Data by Census Tracts with Loea- 
tion Index, Cleveland and Vicinity’’ with the 
necessary maps. This small book gave for each 
census tract the area, both gross and net, i.e., 
excluding Industrial and Railroad Property, 
Parks, Cemeteries, and Public property; the 
1910 and 1920 populations; the inereases and 
decreases during the 10 vears; the density per 
gross acre in 1910 and 1920; and per net acre 
in 1920. 

Realizing the impossibility of expecting any 
organization to throw its material into census 
tracts unless that process could be greatly facili- 
tated, a street index was included in the book. 
By-means of the street index any office worker 
can. locate by census tracts from 800 to 1500 
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street addresses a day. 


The more detailed analysis of the population 
of each census tract cost real money to pay for 
the girls employed by the Bureau of Census 
in Washington to sort the punch eards, tabulate 
and check the data. The changes in the bound- 
aries of areas felt to be so imperative and the 
adjustment of the data for 1910 and 1920 made 
the estimated amount reach practically $10,000 
which was much more money than was visible 
to our budget committees although they ap- 
proved of the undertaking. 

Feeling that commercial interests should have 
definite data relative to the composition of pop- 
ulation in various sections of the city it was 
not difficult to obtain the necessary appropria- 
tion of outside money. 

The data purchased in this way naturally 
could not be published but has been made avail- 
able through the Cleveland Health Council to 
all public and private organizations and to many 


commercial organizations requesting aid = on 
their various problems. This has been done 


without in any way infringing upon the con- 
fidence of those paving for the data. 

In order to make the data most easily usable 
and available the tabulations received from 
Washington were rearranged upon 5 sheets, for 
each census tract. The first sheet shows the 
analysis of the total population by sex, male, 
female and total; and by age, under 1, 1-4, and 
by 5 year age-groups to 85. These data given 
in the total columns are further analyzed in a 
similar manner by White, Negro, and other 
colored. The White is divided into Native 
Born and Foreign Born; and the Native Born 
into Native Parentage and Foreign or Mixed 
Parentage, the latter being analyzed into For- 
eign Parentage and Mixed Parentage. The data 
relative to Families, Home Ownership, Citizen- 
ship, and Illiteracy is similarly analyzed on the 
first sheet. 

On the seeond sheet the Foreign Born is fur- 
ther analyzed by post-war country of birth 
showing male, female, and total populations for 
each country. 

The third sheet is the same as the first but 
gives the 1910 data. 

The fourth sheet is similar to the second ex- 
cept that the 1910 and 1920 foreign born groups 
are of necessity analyzed by pre-war countries. 

The fifth sheet shows the native born of for- 
eign parentage by country of birth of the par- 
ents for 1910 and 1920 and of necessity by pre- 
war countries. 

A summary of each census tract is available 
upon a card making the most common data im- 
mediately available. 

In 1928 it was felt that 8 years since a cen- 
sus is a long time and a supplement was pub- 
lished giving population data estimated for each 
census tract and based upon enumerations made 
by two different commercial surveys. Most im- 
portance was ascribed to a 1928 enumeration 
of families made by an industrial interest which 
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in my judgment is second only to the Federal 
Government in the care with which their data 
are collected. 

It was assumed that the ratio between families 
and population had changed but slightly between 
1920 and 1928 probably less than the necessary 
differences in the definition of a family. With 
the 1920 families and population known and the 
1928 families just enumerated, the 1928 pop- 
ulation estimates were derived. The total esti- 
mated population for the entire county was care- 
fully checked and believed to be reasonable. The 
final proof of the pudding will be determined 
during the first two weeks in April of this year. 

The slides which I shall now show were made 
from some of the 150 maps showing graphically 
the population data and data collected by cen- 
sus tracts. 

Charts 1, 2, 3, 4.* You will notice that the 
wards are different at each census period making 
it impossible to study the changes taking place 
in any specifie section of the city. By state 
legislation the wards must be changed within 
2 years after the census is taken, that is, about 
the time the data becomes available for each 
ward new and entirely different wards are in 
use. 

Chart 5 shows the basie data included in the 
book for each census tract, namely gross and 
net area, 1910 and 1920 population, increases 
and decreases during the 10 year period, yearly 
increment, 1910 and 1920 density per gross acre, 
and for 1920 per net acre. 

Chart 6 shows a sample page of the street 


*Charts which do not been omitted for lack 


space. 


appear have 





index. The odd numbers are shown on one side 
and the even on the other side of the column. 

Chart 7 shows that while the density per net 
acre for the entire city in 1920 was 35 persons 
the density in certain districts was over 100 
persons, in one 141 persons per net acre. This 
density would not be high for New York City 
where several census tracts show more than 600 
persons per acre, but New York City is built 
vertically while Cleveland is built horizontally 
with no high tenement buildings and no ‘‘three 
deckers’’. The residential areas, even those most 
congested are largely 2 story houses. 

Chart 8 shows the sections of the city which 
increased considerably between 1910 and 1920, 
some section-increases of 1,000 per cent. being 
evident. The sections which have decreased are 
also shown. These decreasing areas are down 
the river and along the lake front and are char- 
acteristic of a rapidly inereasing industrial city 
being caused by property being vacated for ex- 
pansions of industry. 

Chart 9 shows that similar changes took place 
between 1920 and 1928. 

Chart 10 shows the distribution of the 1928 
estimated population by actual place of resi- 
dence, the industrial and railroad property being 
double-shaded and the cemeteries and parks 
being single-shaded. This style of chart im- 
mediately shows relative density of population. 
The ‘‘islands’’ of population surrounded by in- 
dustry, railroads, parks and other non-residential 
property should be noted. These ‘‘islands’’ of 
population may serve as true neighborhoods 
when analyzing various data. 

Chart 11 shows that many areas in Cleveland 
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CHART 9. 


are quite foreign with 1, and 2, and 3 per cent. 
native born white of native parentage, the re- 
maining population being Negro, foreign born or 
of foreign born parents. 

Chart 12 shows why the population of sections 
of a big city can not be estimated by assuming 


that because the child population for the city as 
a whole is 30 per cent. of the total population, 
the child population of each section is 30 per 
cent. of the total population. This chart shows 


that it varies from 4 per cent. in G-6 to 50 per 
cent. in U-5, and you are required to multiply 
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the child population by nearly 20 in one area and! population is illiterate, which is not at all high 
by but 2 in another. In 1910 the largest per-| for an industrial city, as much as 40 per cent. 
centage was 46. and even 54 per cent. of the adult population in 
Chart 13 shows that while 4 per cent. of the, certain areas could not read and write any 

| language. And this is not caused by the Negro 


total population and 7 per eent. of the adult 
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population for the Negro population is largely 
made up of young literate people. 

Chart 14 shows the ownership of homes by in- 
dieating the percentage of homes rented which 
varies from 100 per cent. rented down to a 
rather small per cent. rented. 

Charts 15 and 16 show the location of the 
Negro population in 1910 and 1920. Besides 
showing the increase of Colored population from 
8,738 to 34,815 it shows the numbers of Colored 
people increasing in those areas in 1920 where 
a nucleus was evident in 1910. The location of 
the 70,000 Negroes at present may be predicted 





Chart 26 shows the distribution of the cases 
of influenza reported during the 2 months of the 
epidemie a year ago. Case incidence was not 
calculated by census tracts but in a research 
recently published, case incidence was caleulated 
for each of 18 neighborhoods. Also the weekly 
fluetuations were analyzed for each of these 18 
neighborhoods with interesting but as yet not 
explained results. 

Chart 27 shows the distribution of population 
in a similar manner and a comparison of the two 
charts makes it possible to make certain observa- 
tions on relative incidence. 
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CHART 309. 


from these charts and with 1930 data available 
much more exact prognostications can be made. 

Chart 17 shows the location of those 35,024 
born in Poland and how they are grouped in 
certain sections of the city. 

Charts 18 to 21 show the grouping of those 
born in Czecho-Slovakia, Jugo Slavia, Hungary, 
and Russia. It should be noted that each of 
these groups lives in a distinctive district. In 
the south central portion of the city will be 
found Poles, above them Czechs, then Russians, 
then Italians, and Negroes, and along the lake 
Jugo Slavs. ; 

Charts 22 to 25 show the 1910 distribution of 
those born in Italy and the 1920 distribution 
and the 1910 distribution of those born in the 
United States of parents born in Italy as well as 
that for 1920. It is interesting but not strange 
to note that members of the first American born 
generation live in much the same location as 
their parents. 





Chart 28 shows the distribution of cases of 
diphtheria during the epidemic year 1926-1927. 
It is evident that certain sections had a higher 
incidence than other sections. 

Chart 29 shows the distribution of cases of 
searlet fever during the epidemie year 1926- 
1927. 

Chart 30 shows the distribution of the cases 
of mumps during the epidemie year 1926-1927, 
but here you have a definite clumping of the 
cases in the Negro district. 

Chart 31 shows chicken pox cases in larger 
numbers in certain sections. 

When definite population data is known for 
1930 it will be possible to calculate the incidence 
for each of these diseases by eensus tracts or 
neighborhoods for at least 1929, 1930 and 1931. 

Chart 32 shows by means of iso-soot-fall lines 
what sections of the population are being 
blanketed by tons of soot per square mile per 
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mouth. The relation of these areas to the in- 
dustrial areas is worthy of careful study. 

Chart 33. The distribution of visits made by 
public health nurses in various sections of the 
city is of interest when related to non-resi- 
dential property. 

Chart 34. A housing program may well 
utilize the census tracts for the distribution of 
population and of families and information 
relative to the location of cemeteries, parks, in- 
dustrial property, schools and churches aids the 
program. 


DISTRIBUTION OF FAMILIES SERVED BY FAMILY CASE WORK AGENCIES 





























Chart 38. These data are of even greater in- 
terest as the percentage of the families in each 
census tract served by family case work agencies 
is calculated and the several instanees in which 
more than 15 per cent. of the total families are 
served by such agencies is noted. 

With deaths, births, eases of communicable 
analyzed by census tracts, summer 
school population and enumerations of various 
items made by commercial organizations by 
census traets, with public health nursing visits, 
juvenile court eases, crimes and criminals, Asso- 


diseases, 


























CHART 37. 


Chart 35. The distribution of illegitimate 
births is interesting when colored dots are shown 
representing color and country of birth of the 
mothers as on the original chart. The chart 
shows unduly large numbers of illegitimate 
births in certain sections. 

Chart 36 also shows in similar sections unduly 
large numbers of families served by the <Asso- 
ciated Charities because of desertion. 
~ Chart 37. The distribution of families served 
by family ease work agencies is of particular 
interest. 





ciated Charity cases, unemployment problems, 
community fund givers all available by census 
tracts and with the composition and characteris- 
ties of each census tract known, fundamental 
changes and improvements are certain to take 
place. 

The census tract analyses are already demon- 
stratine their tremendous value as an aid in 
planning health and social programs on a fact 
basis. When rifle methods supplant shotgun 
methods in health and social work, definite re- 
sults may be expected. 























Volume 202 
Number 16 


CABOT CASE RECORDS 


779 





Case Records 
of the 


Massachusetts General Hospital 


POST-MORTEM RECORDS AS USED IN 
EXERCISES 


ANTE-MORTEM AND 
WEEKLY CLINICO-PATHOLOGICAL 


Epirep sy R. C. Casot, M.D. 
PAINTER, A.B., ASSISTANT EDITOR 
CASE 16161 


AN INTRATHORACIC DIAGNOSTIC PROB- 
LEM PRESENTING UNUSUAL CLINICAL 
ASPECTS 


MepicaL DEPARTMENT 


F. M. 





A man of thirty-three, married, born in Maine 
and living in Massachusetts, a school teacher, 
had a ecoryza five months ago followed by a dry 
cough persisting since. There have been ocea- 
sional night sweats but no chill or apparent 
fever. He kept at work though feeling tired 
out. 

About 32 days ago the cough became more 
troublesome and he began to raise scanty white 
sputum without blood. 

Four weeks ago he had pain in the left side 
in the scapular region increased by long breath 
and cough for two days and has since been 
troubled by distress and a sense of pressure or 
weight in the region of the xyphoid and the 
left seapula. 

The cough has been very troublesome for the 
past four weeks, with about a tablespoonful 
daily of white sputum. The sputum has con- 
tained bright red blood mixed with mucus for 
the past week. Dyspnea has been increasingly 
troublesome for the past four weeks and he has 
in consequence been unable to walk even short 
distances on a level. No orthopnea. Slight 
wheezing at times. There have been no chills. 
Constant sweating. The appetite has been poor. 
Ife has had nausea and vomiting with cough for 
the past ten days. He is sleeping poorly, only 
about five to six hours. Usual weight 155. He 
thinks he has lost about ten pounds during the 
present illness. In bed for the past two weeks. 
No nocturia. No edema. 

The past history is negative except for mea- 
sles, whooping cough and typhoid fever. He 
denies venereal disease. His habits are good. 
The family history is negative. There is no his- 
tory of tuberculosis or known opportunity for 
contagion. He has been married five, years and 
has two children. His wife has had one miscar- 
riage. 

On examination he is well developed and 
fairly nourished. There are dark circles about 
the eyes and slight cyanosis. The pupils are reg- 
ular in outline, equal, and react readily to light. 
There is no glandular enlargement. The tongue 
is clean. The throat is negative. The teeth and 
eums are normal. The lungs are symmetrical. 








Respiratory motion is greater on the right than 
on the left. There are no dilated veins. In the 
left front below the third rib are dullness, dim- 
inished breathing (no bronchial breathing), dim- 
inished tactile fremitus and rales. The voice 
is unchanged. In the lower half of the left back 
there are dullness, diminished breathing, voice 
and whisper, no egophony, and the tactile 
fremitus is diminished to absent. There are non- 
consonating moist rales at the extreme left base. 
There is relative resonance in the left para- 
vertebral region. The cardiac impulse is not 
seen or felt. The sounds are regular and of good 
quality. No murmurs are heard. The pulmonie 
second sound is equal to the aortie second sound. 
Upper border of dullness at the second space. 
Right border normal. No friction sounds. The 
pulse is paradoxical. The abdomen is negative. 
Liver, spleen and kidneys are not felt. The geni- 
tals are negative. The blood pressure is 110/80. 
The reflexes are normal. There is no edema. 

Blood: red count 4,500,000; leukocyte count 
14,800; 87 per cent polynuclear cells, 8 per cent 
Ivmphocytes and 5 per cent large mononuclear 
cells; smear negative. A specimen of stool is 
negative. 

Under observation the temperature was. nor- 
mal for 5 days; pulse 100-110; respiration 30-38. 

X-ray examination July 26 shows the left 
diaphragm obscured by homogeneous dullness 
and the heart shadow. The right diaphragm is 
indistinct. The costophrenie angle is partly 
obliterated. There is extensive thickening of 
the larger lung markings with generalized areas 
of mottling at both infraclavicular regions and 
the right base. <A rather large area of mottled 
density from the fifth to the sixth rib anteri- 
orly. The density which partially obliterates the 
right costophrenie angle extends as a thin band 
to the axillary line. The heart shadow is consid- 
erably enlarged in all diameters, the apex nearly 
reaching the axillary line. The shape is rounded. 
The posterior mediastinum is also dense, pos- 
sibly due to enlarged auricle. 

X-ray examination July 29 shows increase in 
the process at the right base; otherwise there is 
no appreciable change in the picture. 

July 31 the patient died. 


CLINICAL DISCUSSION 
BY FREDERICK T. LORD, M.D. 


The symptoms suggest a disturbance in the 
respiratory tract beginning five months ago after 
a coryza. Such acute upper tract infections 
may appear to initiate a variety of pulmonary 
disturbances, among them pulmonary tubercu- 


losis, pneumonia and passive congestion. The 
evolution of the symptoms is significant. The 


cough was at first dry and only after some 
months productive of white sputum. Early in 
the past month there was pain suggesting pleural 
involvement. There has been marked dyspnea 
for four weeks and bloody sputum for the past 
week. 
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Passive congestion is to be considered, but the 
evolution and grouping of symptoms is not sug- 
gestive of passive congestion, in consequence of 
which the dyspnea is likely to come first and 
the cough later. The absence of fever is against 
pneumonia or tuberculosis. Cough first, later 
scanty sputum and finally bloody sputum with 
pain and dyspnea without fever are especially 
suggestive of malignant disease. 


NOTES ON THE PILTYSICAL EXAMINATION 


The disturbance appears to be within the 
thorax and left-sided. The signs in the left 
lower chest back and front are those of atelecta- 
sis with closed bronchus. If there were wncom- 
plicated consolidation of the lung with open 
bronchus the signs would be dullness. bronchial 
breathing, egophony, increased voice, whisper 
and tactile fremitus. With pleural fluid and 
open bronchi the signs are the same with the 
exception of diminished or absent tactile fre- 
mitus. The relative resonance at the left para- 
vertebral region is against free pleural fluid. 
X-ray examination fails to afford evidence 
whether the bronchus is open or closed in condi- 
tions of lung collapse, and reliance must be 
placed on physical signs. Post mortem exam- 
ination cannot always be expected to settle the 
question regarding the patency of the bronchi. 
In the presence of bronchial tumor, a cicatrix 
or granulation tissue, definite post mortem evi- 
dence may be obtained, but compression from 
without or plugging from exudate may not be 
obvious at autopsy though present during life. 

Owing to the lung condition, the examination 
of the heart is difficult. The signs are consistent 
with a big heart or pericardial effusion. —In- 
ability to see or feel the apical impulse is con- 
sistent with either. The high upper limit of 
dullness is suggestive of a mediastinal mass or 
pericardial effusion. Strong heart sounds are 
against either dilatation or effusion. Paradox- 
ical pulse is suggestive of effusion. If he has 
pericardial effusion it is probably not inflamma- 
tory in origin on aceount of the absence of fever. 
The leukocytosis is hardly high enough to be 
significant in this connection. The lack of any 
etiology for endocarditis and the absence of mur- 
murs are against endocarditis. He is young for 
arteriosclerotic heart disease, and there is noth- 
ing to suggest hypertensive cardiac disease. 

It is impossible on physical examination to 
determine whether the angle of junction of the 
cardiae and hepatic dullness is acute or obtuse. 
Shifting in the upper limit of dullness on chang- 
ing the patient from a sitting to a recumbent 
posture has been suggested as a sign of effusion, 
but may also be observed in much enlarged 
hearts without pericardial effusion. 

In the X-ray examination the most striking 
feature is the large area of increased density in 
the cardiac region. The shadow here extends 
so far to the left as to obscure the lower part of 
the left chest. Its outline is consistent with a 


much enlarged heart or pericardial effusion. <A 





change in the shape of this area on change of 
position and the fluoroscopic finding of pulsa- 
tion would help in the distinction between peri- 
cardial effusion and big heart, but he was too 
ill to warrant such method of examination. 

I do not think there is sufficient evidence to 
make one or the other of these two diagnoses. 

The enormous size of the shadow in the heart 
region raises the question whether the lung 
signs at the left base may not be due to com- 
pression of the lung in the region of the left 
root. Against it is the absence of the signs of 
compression in the left back, such as not infre- 
quently occur with large pericardial effusion, 
i.e., dullness, bronchial breathing, increase of 
voice and whisper. 


CLINICAL DIAGNOSES 


Malignant disease of the bronchus leading to 
the left lower lobe. 

Atelectasis of the left lower lobe. 

Possible pericardial effusion. 

Possible dilated heart. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Carcinoma of the ling. 
2. Secondary or terminal lesions. 


Hemopericardiun. 

Infarets of the right lune. 
Thrombosis of the pelvie veins. 
Central neerosis of the liver. 


PatHoLtocie Discussion 


BY TRACY Bb. MALLORY, M.D. 


A tumor mass 2.5 centimeters in diameter was 
found immediately beneath the pleura at the 
apex of the left lower lobe. A small bronchus 
passed directly into this area and then termi- 
nated abruptly. The pleura over it was deeply 
scarred and retracted. Scattered throughout the 
remainder of the lobe and also the left upper 
lobe were minute miliary tuberele-like masses 
which microscopic examination shows to be lvm- 
phatics distended with tumor cells similar in ap- 
pearance to those found in the main tumor mass. 
The entire right lower lobe and a portion of the 
middle lobe were consolidated, deeply hemor- 
rhagie and obviously infareted. Numerous 
thrombotic masses were found in the arteries 
leading to these areas. The bronchial and media- 
stinal lymph nodes were invaded by the tumor. 
The pericardium was extraordinarily distended 
and so tense that the heart could not be palpated 
through it. On incision dark red fluid indistin- 
guishable in appearance from pure blood gushed 
from it, a total of 1800 cubie centimeters. No 
gross evidence of tumor could be made out on 
the surface of the pericardium, but microscopic 
examination shows lymphaties filled with tumor 
cells in both the visceral and pericardial lavers. 
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The heart itself was small, weighing only 250 
grams. It showed no abnormalities. 

The liver showed marked passive congestion 
and central necrosis. 

The retroperitoneal glands were filled with tu- 
mor growth and, probably as the result of block- 
age of the major lymph duet, the lacteals 
throughout the intestines were distended with 
creamy white fluid. 

The source of the embolic lesions in the right 
lung proved to be an extensive thrombosis of the 
pelvie veins, particularly those surrounding the 
prostate and leading to the pampiniform plexis 
of the spermatic cord. 


NOTES ON THE PATHOLOGY AND TREATMENT 
BY DR. LORD 


The clinical diagnosis of malignant disease is 
confirmed, but the site of the lesion was not cor- 
rectly determined. In the light of the autopsy 
findings the signs in the lower half of the left 
back, indicating atelectasis with closed bronchus, 
cannot be ascribed to malignant disease of the 
bronchus leading to the left lower lobe, and were 
probably due to compression from without of the 
bronchus leading to this lobe. In view of the 
position of the new growth in the apex of the 
lower lobe, above the lung root, it is improbable 
that the lower lobe bronchus was compressed by 
the tumor and more likely that such compres- 
sion arose by encroachment from the pericardial 
effusion. With large pericardial effusions which 
distend the posterior part of the pericardial sae 
and compress the lung there is usually an area 
of dullness, bronchial breathing, increase of 
voice, egophony and increase of whisper in the 
region of the angle of the scapula. It is note- 
worthy that in this case, in spite of the extra- 
ordinary distention of the pericardium with 
bloody fluid, this compression area was absent, 
and it seems probable that the pathologic change 
in the lung in consequence of the tumor pre- 
vented the pericardium from compressing the 
Jung in this region. 

The expectoration of bright red blood mixed 
with mueus during the last week of the illness 
may be ascribed to the pulmonary infarction. 
The absence of pain is noteworthy, inasmuch as 
pain is the most constant and usually the first 
sign of infarction. 

Regarding treatment, we should not now re- 
vard malignant disease of the lung as inevitably 
hopeless. An indispensable factor in successful 
treatment is early diagnosis. In the great ma- 
jority of cases the new growth originates in the 
bronchi. The clinical manifestations are varia- 
ble, but the evolution and grouping of symptoms 
are often typical enough, as in the problem 
under discussion, to suggest malignant disease. 
Bronchial occlusion from new growth usually 
results in atelectasis of that part of the lung 
supplied by the obstructed air passage, and on 
physical examination such signs as dullness, dim- 
inished breathing, voice, whisper and _ tactile 





fremitus over the involved region are almost 
distinctive of collapse with closed bronchus. 
Roentgen ray examination is likely to afford im- 
portant confirmatory evidence in the presence of 
a homogeneous increase of density due to the 
collapse of the involved part of the lung. Col- 
lapse of the lower lobes presents an almost dis- 
tinective X-ray picture. With such a ecombina- 
tion of clinical and X-ray evidence it is desirable 
to resort to bronchoscopic examination. The di- 
agnosis can thus be established by biopsy. Sur- 
gical removal of the affected region can then be 
considered. Improvement of surgical technie 
and the use of differential pressure anesthesia 
make it possible to perform lobectomy for a ma- 
lignant growth occupying a bronchial branch 
leading to one lobe. The new growth must, how- 
ever, be sufficiently removed from the bifurea- 
tion of the primary bronchi to permit of suture 
of the bronchus above the lesion. 


Primary malignant disease developing in the 
lung itself presents a more difficult diagnostie 
problem. Clinical and radiologic evidence is, 
however, usually sufficient to warrant a tentative 
diagnosis. Bronchoscopy is here not likely to 
establish the nature of the disturbance unless 
accessible bronchi are invaded. When the evi- 
dence is strongly suggestive of malignant disease 
confined to the parenchyma of one lobe it is 
justifiable to resort to exploratory thoracotomy 
for diagnosis. The establishment of the malig- 
nant nature of the process would then warrant 
removal even though the operative procedure 
entails considerable risk. 





CASE 16162 


ECZEMA, ANABOLIC NUTRITION AND 
HEALTH 


DERMATOLOGICAL DEPARTMENT 


An American schoolgirl of fourteen years 
came to the Out-Patient Skin Room on August 
21 complaining of eczema of the face, hands and 
legs which she had had since infaney. In win- 
ter the condition of the skin became aggravated ; 
during the warm days of summer it improved. 
The girl’s father had eezema. 

As a child she had most of the children’s dis- 
-ases, but did not have asthma or any other 
chronie disorder. At times in the past five years 
she had had ‘‘indigestion’’? which was relieved 
by a laxative. Before these attacks oceurred she 
had become very fat, but lately had reduced. 

On interviewing the mother in regard to the 
girl’s ways of eating and mode of living sev- 
eral unhygienic habits were revealed. In the 
first place she always ate fast, disposing of a 
meal in a few minutes. She often ate between 
meals, and when cake and bread and jam were 
not satisfying she got eandy. At her meals she 
selected a good proportion and variety of foods, 
and therefore her diet was not overbalanced with 
too much meat, fat or starchy food or fruits. In 
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the milk she drank and the eges, green vege- 
tables and fruits she ate her diet was complete 
and contained all the vitamins. She drank only 
a little weak tea at times, and no coffee. She 
took a sufficient amount of water. Laxatives 
were not often required; in fact her dejee- 
tions were sometimes too frequent, and she had 
periods of diarrhea. In general she had a soft 
dejection on getting up and once or twice again 
during the day. She usually went to bed early, 
but did not sleep soundly. She was not very 
active physically because she was not vigorous. 

On examination the body was spare and there 
was little subcutaneous fat, but the frame was 
well developed. The lower part of the face 
and neck on both sides showed dry sealing areas. 
On the hands and part of the forearms the le- 
sions were similar though not so pronounced. 
The skin of the legs was red. sealing and in- 
durated. The weight was 108 pounds. 

In applying treatment the patient and her 
mother were told that because she ate too fast 
and too much sweet stuff a great deal of nutri- 
tive material was going through instead of into 
her body. She must mark an evening meal with 
a heaping tablespoonful of seed and note when 
the marked meal first and last appeared in the 
feces. Then in order to teach her how and what 
to eat, she must also keep a record of her food 
and the time she spent at her meals. This ree- 
ord of her nutrition should be brought back in 
a week and more advice given her to improve 
her condition. 

August 28. The condition of the skin re- 
mained about the same. She had not eaten any 
food between meals, had avoided candy and too 
many sweets, and had been trying to chew her 
food. The feces continued soft, with an in- 
testinal rate of 23 and 50 hours. Weieht 109. 
The record showed a good variety of well pro- 
portioned food, with the exception of fruit. She 
was advised to continue eating slowly and not 
between meals, and also to eat sparingly of fruit 
until the feces became formed. Then she was 
to eat right for a week, start another record 
with a test of the intestinal rate and come in 
again in a few weeks. 

September 15. The skin now showed a marked 
improvement. Many of the rough areas had de- 
creased in size, and the sealing was less pro- 
nounced. The feces had become formed or nor- 
mal, but the intestinal rate was not determined. 
The record of food was a good one and did not 
need to be changed. 

October 13. The skin had continued to im- 
prove. For a week after the last visit she ate 
too many tomatoes and got an irritable colon 
with soft and formless dejections. During the 
next week she ate sparingly of this vegetable 
and the feces became formed or normal again. 
The intestinal rate was now 59 and 70 hours. 
The weight had remained the same at 109 
pounds. 


November 10. The skin had become worse. 





During the past two weeks she had been eating 
too many oranges and grapefruit, and now had 
an irritable colon. The intestinal rate was 13 
and 61 hours. She was told to omit fruit until 
the feces became formed and then eat it aecord- 
ing to absorption. 

February 12. Only the lesions on the wrists 
remained now; the skin of the face, hands and 
lees had become normal. The feces had gener- 
ally been normal, and the intestinal rate was 69 
and 135 hours. The patient had been sitting 
up too late and had not been getting sufficient 
sleep. The weight had been reduced to 106. 
She was advised to get more sleep, but not to 
change her diet. 

May. 4. The skin of the wrists had improved. 
The feces were generally normal, with a rate 
of 27 and 128 hours. Her weight had inereased 
to 111 pounds. She was eating too much eandy 
and rich food at times. She was advised to re- 
duce this. 

July 80. The skin had become entirely nor- 
mal. She felt unusually well. The eolon had 
become more stable, and she could eat a fair 
amount of fruit without irritating it. The feces 
remained normal, the intestinal rate 42 and 137 
hours. The weight had inereased to 114 pounds. 

January 10. During the cold weather a small 
lesion of eczema appeared on the right hand. 
The feees continued normal, but dejections had 
become irregular, with a rate of 120 and 143 
hours. She was advised to eat more fruit. 

February 25. The skin was about the same, 
but dejections had become more regular, with a 
rate of 48 and 115 hours. The weight had in- 
creased to 117 pounds. 


DISCUSSION 
BY FRANCIS L. BURNETT, M.D. 


KEezema is sometimes a disease that is difficult 
to cure. This patient at fourteen years had had 
it most of her life and had tried many kinds of 
local treatment. Salves, washes and so forth 
undoubtedly relieve symptoms but cannot re- 
move the cause. In applying principles of nutri- 
tion for the acquisition and control of a state 
of health, it appears as if a heretofore unrec- 
ognized cause of disease were revealed through 
the means to detect, regulate and control the 
health of anabolic nutrition. For a long time 
various diseases of the human body have been 
supposed to be due to a metabolic disorder. The 
supposition implies that there is a failure of 
nutrient substances to build up the cells of the 
tissues. On the other hand if the digestive sys- 
tem is regarded as forming a tube which goes 
through the body, nutritive material in this tube 
must be thought of not as in the body but mere- 
ly as passing through it. But if the digestive 
system is thought of as a highly perfected nutri- 
tive apparatus and purposely designed for main- 
taining the integrity of the body, the nutrient 
substances that pass through the intestinal wall 
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are the important factor in the action of that 
apparatus. Therefore if the diet of a patient 
with a metabolic skin disease is adjusted to the 
indices of normal absorption, that is, adjusted 
in such a way that the ingested material is not 
passing through the body too rapidly or too 
slowly, nutrient substances appear to permeate 
the mucosa of the intestine and enter the body 
for a special kind of tissue sustenance. This 
type of tissue building has been called essential 
or anabolie nutrition’. 

Many patients with eczema have nutritive 
material going through them instead of into 
them, as was shown in the early tests of the in- 
testinal rate in this patient. Accordingly the 
skin, which is weak, constantly fails to receive 
the nutrient substances that are necessary to 
keep it normally nourished and healthy. Ana- 
bolic malnutrition exists, and this must be re- 
lieved if the skin eondition is to be relieved. 
Furthermore, anabolic nutrition must be subse- 
quently maintained if another attack is to be 
prevented and the patient eured?. Consequently 
a check must be kept on the nutrition and health 
of the patient afterward. 

Often the causes of malabsorption are errone- 
ous ways of eating, such as eating too fast and 
too much or habitually eating between meals, or 
badly proportioned meals—inecomplete food or 
too much sweet food, fat or fried food or fruit,— 
or the constant use of laxatives, oils or enemas. 
This girl was eating too fast and too much sweet 
food at first. Later she ate too much fruit. 

In applying these principles of treatment the 
patients must learn how to eat so that their 
bodies are constantly getting what they should 
from the food. They must keep a check on the 
form of the feces daily, and know the foods to 
eliminate if they get an irritable colon. They 
should mark an evening meal once a month and 
make sure that it is going through within the 
limits of normal absorption. They should 
weigh every month to be sure that they are not 
becoming too lean or too fat. And they should 
eo through a comprehensive and_ thorough 
health examination once a year to be assured 
that by right eating and living they are main- 
taining a state of improved well-being. 

A SrupENt: What do you mean by anabolic 
nutrition ? 

Dr. Burnett: Metabolism of course means 
the chemical processes that go on in the cells of 
the body. Anabolism is the building up of cells 
and catabolism the breaking down. Essential or 
anabolic nutrition is the assimilation of nutrient 
substanees from the food by the cells. While 





these substances cannot be accurately deter- 
mined, we have a clue to them through what the 
body gets from the digestive system when the ali- 
ment is passing through. In other words it 
seems very probable that assimilation, absorp- 
tion, and digestion are nicely correlated, and we 
eet a clue to these processes through the indices 
of normal absorption. 

A Strupent: What is the normal intestinal 
rate? Does it vary with age and other factors? 

Dr. Burnett: The normal intestinal rate has 
not yet been definitely established, but from my 
conclusions [ infer that a marked evening meal 
should appear in about 63 hours and continue 
to be seen for about 134 hours, yet one or two 
normal dejections oceur daily. 

Age has an influence on intestinal rate in ac- 
cordance with the length of the digestive system, 
but many other factors, like the amount and 
kind of food and emotional disturbances also in- 
fluence the intestinal rate. 

A SrupENT: What proportion of cases of 
eezema respond to this treatment ? 

Dr. Burnett: The proportion of cases of 
eezema that respond to this treatment seems to 
vary with the intelligence and morale of the pa- 
tients to learn what and how to eat and the 
ability to carry out a reasonably good health 
program in order to maintain the health of ana- 
bolic nutrition subsequently. 

A Srupent: What other skin diseases improve 
under this type of treatment ? 

Dr. BurRNEtTT: Psoriasis and acne have also 
responded to improved nutrition of the skin. 

A Srupent: How did the method of treat- 
ment happen to be worked out in relation to dis- 
eases of the skin? 

Dr Burnett: It was worked out because 
many of the dermatoses are supposed to be 
caused by a metabolic disorder; and the im- 
provement of the condition of the skin is readily 
apparent compared with improvement in some 
of the other tissues. 

A Stupent: Have the same principles of 
treatment been used in other types of disease, 
such as the psychoneuroses ? 

Dr. Burnett: Not in the psychoneuroses, but 
they have been applied in arthritis and iritis 
with some success. 


DIAGNOSES 
Anabolie malnutrition. 
Yezema. 
1 The Health of Anabolic Nutrition. Am. J. Pub. Health 19: 
1215, Nov. 1929. 
2 The Control of Health after Eczema and Psoriasis. N. E,. 
J. Med. 199: 321, Aug. 16, 1928. 
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MULTIPLE SCLEROSIS 


THe reported discovery of the etiology of 
multiple sclerosis, the second most common 
structural malady of the nervous system, in a 
recent number of The Lancet,* is an event of the 
ereatest Importance. Next to neurosyphilis, 
multiple sclerosis may be considered the most 
common cause of ehronie, ‘‘organie’’ nervous 
illness. Since it was first described by Charcot, 
in 1866, there have been many theories advanced 
in regard to its causative agent and the disease 
has been one of great interest to medicine, not 
only because of the number of cases continually 
seen in practice and in hospitals for chronie dis- 
ease, but also because of its very unusual clinical 
course, characterized by spontaneous remissions 
and relapses, and because of its unique pathol- 
ogy, differing widely from any other known 
disease. That the etiology of this disease would 
be discovered within a reasonable time, has been 
suggested by the numerous investigations which 
have taken place in the last twenty years. Dur- 
ing this period some investigators have thought 


*The Aetiology of Disseminated Sclerosis, by Kathleen 
Chevassut, M.Sc. The Lancet, 1: 552, 1930. 





that the cause of multiple sclerosis was probably 
a spirochaete. Reports were published that the 
actual organism had been seen and even culti- 
vated. Other research workers failed to find the 
spirochaete and many of the exhaustive investi- 
gations were negative. 


The newest work comes from the pathological 
laboratories of the Westminster Hospital, Lon- 
don, and is largely the result of minute and eare- 
ful investigations by Miss Kathleen Chevassut, 
M.Se. She reports the discovery of a filterable 
virus, which she names the Spherula insularis, 
observed and cultured from the cerebrospinal 
fluid of 176 out of 189 cases of multiple sclerosis. 
No such organism was found in 269 control cases 
of other diseases. The virus has been inoculated 
into a small series of monkeys, and one of them 
developed paralytic svmptoms. An autogenous 
vaccine, made from the cultures, has been used 
as a method of treatment in 128 patients with 
this disease, the latter work being done under 
the direction of Sir James Purves-Stewart. He 
reports that the results of the vaccine treatment 
are encouraging and that out of 10 of his early 
cases, 9 improved, and out of 27 of his moderate 
cases, 22 improved. He reports, however, that 
these clinieal observations are still in the experi- 
mental stage and that they ‘‘require further 
amplification before we can come to a final judg- 
ment as to the appropriate cases for vaecine or 
serum treatment, the suitable dosage of vaccine, 
or inhibitory serum, and the methods of their 
employment, whether to be given alone or in 
conjunction with other remedies’’. 

Before this work can be accepted, it is obvious 
that further researches are necessary by the au- 
thors themselves and by other research workers 
eapable of applying the difficult and unusual 
laboratory technique. The organism is not only 
difficult to grow, but it requires special media 
and cannot be seen without the use of a unique 
high-powered microscope. It has been estimated 
to repeat this work alone would require at least 
two years and perhaps three. <A highly spe- 
cialized technician, with ample facilities to work 
and unlimited time and money. would be the 
only person to whom to entrust such an investi- 
gation. Because of the great importance of this 
study, it is hoped that these researches will be 
repeated, nevertheless, perhaps in this country. 

In the meantime, all physicians, and especially 
those doing clinical work, should wait patiently 
for confirmation. There is nothing in these re- 
ports which justifies in any way a feeling that 
the causative agent of this disease has been, with- 
out question, discovered. It is not possible. 
moreover, to suggest at this time that the vae- 
cine treatment is of any considerable value in 
overcoming this disease. As pointed out in a 
very sane editorial comment in the Mareh 15th 
number of The Lancet, ‘‘Miss Chevassut, Sir 
James Purves-Stewart, and their collaborators 
have laid before the medical profession observa- 


tions of great interest, involving matters of 
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technical difficulty in more than one department 
of science. The work required for their con- 
firmation must necessarily take many months. 
In the meantime, the wise (among whom we may 
include the lay press) will suspend judgment.”’ 





A COMPARISON OF TUBERCULOSIS CON- 
TROL IN CHICAGO AND BOSTON 


Tre address of Dr. Benjamin Goldberg, Di- 
vector of Chicago’s Municipal Tuberculosis San- 
atorium, printed elsewhere in this number is 
well worth reading. To the Boston physician or 
lavman who has hitherto had rather a satisfied 
feeling that our tuberculosis problem, if not 
solved, is well on its way toward solution, what 
Dr. Goldberg has to say will prove to be some- 
what of a shock. To those few who know the 
facts of the ease his words will be illuminating, 
stimulating and helpful. 

To put Chieago and Boston in parallel col- 
umns, as it were, in terms of tuberculosis, Chi- 
cagvo's tuberculosis work is finaneed by a special 
tax of 0.6 mills on every dollar valuation of 
real estate which nets a revenue of over two 
million dollars a vear. What Boston ean do de- 
pends upon the ideas, liberal or economical, as 
the case may be, of its Health Commissioner 
and the amount of pruning ordered by the 
Mayor. 

Chicago has an ordinance which is enforced 
that forbids any child of 16 years or under to 
live in the same house where there is an open 
ease of pulmonary tuberculosis. Boston has 
neither the law nor publie opinion to enforce 
it were there such a law. Chicago has provi- 
sion—at least so Dr. Goldberg states—to care 
for such children adequately. Boston as yet has 
no official provision of any kind. The Prender- 
vast Preventorium, maintained and supported 
by the Boston Tuberculosis Association, is the 
only place to which such children can be sent. 
There are fifty beds at this institution and prob- 
ably 400-500 children who need sueh eare. 

Chicago has adequate reporting of cases. Bos- 
ton has not. 

Chicago has over thirty full time research 
workers employed on its municipal sanatorium. 
Boston has none. 

The Chicago institution is run in the closest 
cooperation with the medical profession of the 
eity and with each of its three Class A medical 
schools and both graduate and undergraduate 
instruction is carried on. Boston has little or 
nothing along this line. And so the comparison 
might be continued. ' 

We have hopes for the future, however. We 
feel that Dr. John F. O’Brien, newly appointed 
Director of the Boston Sanatorium, and Dr. 
Frank Hunt, resident physician, have an oppor- 
tunity rarely equalled to improve and amplify 
the tuberculosis situation in Boston and to make 
out of the Boston Sanatorium an institution of 
whieh this city may well feel proud. In this 
work we wish them Godspeed. 





THE DISPOSITION OF FUNDS THROUGH 
BEQUESTS IN WILLS 


RECENT announcements have emphasized the 
wisdom of making provision for worthy institu- 
tions and it frequently happens that doctors are 
given opportunities to direct attention to the 
needs of institutions which must depend on 
liberal gifts. 

In another column there appears a letter from 
Mr. James F. Ballard, Director of the Boston 
Medieal Library. 

Even with the recognized appeal by hospi- 
tals, the Medical Library should be kept promi- 
nently in the minds of those who may be in a 
position to influence the disposition of funds 
into channels of usefulness. 

Literature plays an important and _ indis- 
pensable part in medical education and an insti- 
tution designed and equipped to keep available 
for reference, facts on which practice is founded 
should be liberally supported. 

Doctors should read Mr. Ballard’s letter with 
care and take action on appropriate occasions. 

With reference to personal gifts after care- 
fully considering how much one may give, 
either in addition to that already contributed 
or as an initial donation, a few minutes given 
to a classification of friends or acquaintances 
who might be interested may lead to the selee- 
tion of names to be given to the Committee in 
charge if one is reluctant to make a personal 
appeal. 





THIS WEEK’S ISSUE 


ConTaAINS articles by the following named au- 
thors : 


Siti, GeorGe Giupert. A.B., M.D. Harvard 
1908. F.A.C.S. Urologist, Massachusetts Gen- 
eral Hospital and Palmer Memorial Hospital. 
Surgeon, Huntington Memorial Hospital. His 
subject is: ‘‘Carcinoma of the Prostate’’. Page 
756. Address: 6 Commonwealth Avenue, Bos- 
ton. 


GOLDBERG, BENJAMIN. M.D. University of 
Illinois, College of Medicine, 1916. Secretary 
and Medical Director of the Board of Directors 
of the Municipal Tuberculosis Sanitarium of 
the City of Chicago. Assistant Professor of 
Pathology and Preventive Medicine, University 
of Illinois, College of Medicine. His subject 
is: ‘‘Present Needs in Tuberculosis Control’’. 
Page 761. Address: 2049 Washington Boule- 
vard, Chicago, Illinois. 


CumMINGs, GeorGe O. A.B., M.D. Bowdoin 
1916. F.A.C.S. Attending Surgeon, Ear, Nose 
and Throat Service, Maine General Hospital. 
His subject is: ‘‘Vineent’s Angina’’. Page 
768. Address: 47 Deering Street, Portland, 
Maine. 


GREEN, Ilowarp. B.A., Bachelor of Science 
in Sanitary Engineering. Formerly Sanitary 
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Engineer, Miraflores Water Purification Plant, 
Panama Canal Zone and Sanitary Engineer in 
Charge of Malaria Control Work in Porto Rico, 
International Health Board of the Rockefeller 
Foundation. Now Director of Statistics and Re- 
search and Seeretary of the Cleveland Health 
Council. His subject is: ** Facts, Figures and 
Fiction in Social and Health Statistics’. Page 
771. Address: 715 Superior Avenue, N. E., 
Cleveland, Ohio. 
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What is the Significance of Vaginal Discharge 
In Late Pregnancy? 


A consideration of vaginal discharge in late 
pregnancy would include a consideration of dis- 
charge at any time during pregnancy. It has 
been aecepted that the appearance of, or an in- 
crease in an existing discharge, during preg- 
naney may be a more or less physiological man- 
ifestation. an increased secretion attendant upon 
circulatory changes, ete., possibly true but 
never to be accepted as an explanation in a given 
case until a careful examination has ruled out 
more probable and more important explanations. 
Discharge in the pregnant woman has the same 
etiological background as is observed in the non- 
pregnant state. There are obvious exceptions. 
For instance, the common and troublesome dis- 
charge associated with degenerative changes in 
the vaginal mucosa, to which the term ‘‘senile 
vaginitis’? is sometimes applied, would not be 
encountered in pregnancy. Barring this and 
discharge which is one symptom of general pel- 
vie pathology (pelvic inflammation) the classi- 
fication etiologically is about as obtains in the 
non-pregnant state. A discharge which is en- 
tirely due to the fact of pregnancy (hypersecre- 
tion) may be encountered but a careful study of 
each case will reduce to a minimum the apparent 
incidence of this type. Ordinarily, from an eti- 
ological angle, discharge during pregnancy may 
be explained as a symptom of one of the follow- 
ine conditions: 

‘1. Neisser infection; common and very com- 
monly overlooked. 

2. Cervix pathology subsequent to the injury 
of previous deliveries; a type in which an 
increase of a preéxisting discharge may be 
noted. 

3. Vaginitis: 
acute varieties. 


with special reference to the 
These vaginitis cases, with 


the acute onset, marked irritation, burn- 
jing and itching, profuse, creamy, dis- 
charge and a rapidly appearing inflamma- 
tory reaction in the mucous membrane of, 
and the skin about, the introitus etiologi- 
cally seem to belong to one of two groups. 
First, is that acute vaginal infection which 





is epidemic in nature and very definitely 
associated with the incidence of upper re- 
spiratory infections (colds) in the com- 
munity. Second, a variety which clini- 
cally is similar but sporadic in occurrence, 
and accompanied by the presence of the 
trichomonas vaginalis, this flagellate or- 
ganism being sometimes accidentally dis- 
covered during urine examinations. Both 
are characterized by a ready response to 
appropriate treatment but in both, espe- 
cially the latter, there is a marked ten- 
dency to recurrence with the improvement 
resulting from treatment temporary. 


The question naturally arises, what limita- 
tion on treatment does the fact of pregnancy 
impose? Experience has demonstrated in a 
large number of cases that treatment of these 
infections by douches, local application of ap- 
propriate antisepties, ete., may be earried out 
with entire safety and anticipated beneficial 
results up to the end of the eighth month. Sub- 
sequent to this in response to the theory that 
vaginal invasion prior to delivery increases the 
likelihood of puerperal sepsis, all local treatment 
should cease, relying upon external cleanliness 
to minimize some of the uncomfortable results 
of a profuse and irritating vaginal discharge. 


Questions of a similar nature to the above will 
be discussed in the Journal each week. They 
may be addressed to the Clerk of the Committee 
in care of the Journal and will be answered by 
members of the Committee of the Section of 
Obstetrics and Gynecology. 
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MISCELLANY 


THE ADAMS NERVINE 


Dr. Edward B. Lane has just completed twenty 
years of service us resident physician of Adams Nerv- 
ine, 990 Centre street, Jamaica Plain. This sani- 
tarium was established fifty years ago under the 
will of Seth Adams as a rest home for nervous peo- 
ple of the state of Massachusetts. 

Patients were first received in 1880 in one build- 
ing. The equipment of the sanitarium has since 
increased to the present two dormitories and a rec- 
reation building which includes a gymnasium, a 
room for arts and crafts, and modern electric and 
hydrotherapeutic apparatus. 

The last report shows that 176 patients were 
treated during the year, 36 of whom were carried 
over from the previous year. 70 per cent. of the ad- 
missions were from greater Boston. The greater 
percentage of women admitted are between the ages 
of 45 and 55 and the occupations contributing the 
largest number of patients are housekeeping, and 
doing nothing. Many of the patients are suffering 
from some morbid obsession. 

The officers of the Nervine are president, Edward 
W. Grew; vice-president, Andrew J. Peters; treasurer, 
John R. Chapin; secretary, Bernard C. Weld; resi- 
dent physician, Edward B. Lane; supervisors, Jos- 
eph Balch, Arthur N. Broughton, and George S. Weld. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT 
WITH 1929 AND SEVEN YEAR AVERAGE 
MONTH ENDING APRIL 5, 1930 
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Cerebrospinal Men. - 2 | ~ 2 2 2 3 4 
Chickenpox 113 88 108 111 59 106 86 42 46 
Conjunctivitis Inf, ° 1 = 3 z - o - Pa 
Diphtheria 15 20 14 11 32 17 28 15 23 
Encephalitis Epid. - 1 1 - 2 1 1 - ~ 
German Measles 54 46 69 53 43 |167 246 153 204 
Influenza 14 9 12  f 36 51 18 23 19 
Measles 16 16 13 31 327 553 515 449 587 
Mumps 44 33 28 25 103 117 114 100 112 
Paratyphoid Fever - - oo o 1 oe 8 — o 
Pneumonia (Broncho)* 43 70 46 45 45 42 41 29 42 
Pneumonia (Lobar) 68 62 57 64 61 45 67 38 58 
Poliomyelitis 1 - - - - - o - - 
Soarlet Fever 123 139 115 117 101 68 74 67 66 
Septic Sore Throat 2 1 z 5 ~ a 7 1 1 
Smallpox = = va 1 9 9 4 « 
Tetanus oe - 2 oe - - rs a -~ 
Trichinosis - ow s os - - “eo ry 1 
Tuberoulosis (Pul.) 31 19 44 33 27 31 18 35 26 
Tuberculosis (0.F.) 4 1 8 2 3 3 - - 5 
Typhoid Fever 3 1 2 1 ~ - 1 - 
Whooping Cough 29 54 49 57 64 34 25 22 52 
Gonorrhea 29 31 40 26 31 51 27 26 37 
Syphilis 40 49 41 35 38 48 39 34 39 


* Made reportable January 1, 1925. 








REMARKS; No oases of Asiatic cholera, Glanders, plague, rabies in humans and Yellow 


fever during the past seven years. 





THE GENEROUS BEQUESTS OF MRS. HARRIET 
J. BRADBURY—By the will of Mrs. Harriet J. 
Bradbury, the Massachusetts General Hospital will 
receive a sum of money sufficient to erect a new 
building, not to exceed two and a half millions, and 
in addition an endowment for the support of this 
unit. 

The Boston Lying-In Hospital will receive two hun- 
dred thousand dollars and the Massachusetts College 
of Pharmacy one million dollars. 

This generous-hearted woman was_ undoubtedly 
stimulated to make these gifts because of the inter- 
est shown by her brother, George Robert White, in 
public health institutions for the benefit of the in- 
habitants of the city of Boston. 

By the large addition to the resources of the Mass- 
achusetts General Hospital great benefits will be con- 
ferred on those who may come under the ministra- 
tions of this famous institution. The Boston Lying- 





In Hospital will also be enabled to confer added 
benefits on appropriate cases. 


In common with all institutions engaged in edu- 
cating the allied interests of medicine the influence 
of the College of Pharmacy will well be shown in 
higher ethical standards of those who supply medi- 
cine. 





ACTION OF THE BOARD OF REGISTRATION 
WITH RESPECT TO THE REGISTRATION OF 
DRS. SILLS, OTT, AND KAPLAN—The certificates 
of registration of Dr. William Y. Sills of 536 Com- 
monwealth Avenue, Boston, and Dr. George J. Ott, 
344 Commonwealth Avenue, Boston, were revoked 
at a meeting of the Board held April 10, 1930. 

The certificate of registration of Dr. Murray M. 
Kaplan of Boston was restored at this meeting with 
continuous probation. 
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A REPORT OF A PATIENT ADMITTED TO THE 
MASSACHUSETTS GENERAL HOSPITAL 
connection 
attitude 


For the information of physicians in 
with the relating to the 
of hospitals toward the doctor who refers a patient 
to a hospital, the blank used by the Massachusetts 


General Hospital is appended. 


recent discussion 





Form 251 
MASSACHUSETTS GENERAL Hospital 
Boston (14), Mass. 
fo Di Date of Report..............<.... 
Dear Doctor: 


I am sending you the following report concerning 


your patient 
CABG NO: ..csccheous 


Further information will be furnished on written 


request. 
Very truly yours, 
F. A. Wasubpurn, M.D., Director. 


Date of Admission... Date of Discharge... 


Diagnosis 


Progenosis............... CC | eee 





Operation 

Remarks:—Summary of Physical Findings, Compli- 
cations, Present Condition, Special Treatment, 
Suggestions for aftercare. 








Summary of Laboratory Findings: 
Urine 
Blood 
X-Ray 





Other 
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PHYSIOLOGY AND HYGIENI: 


No wave of legislation having to do with school 
hygiene and sanitation has so swept the country as 
that accompanying the temperance movement. Every 
State passed a law requiring instruction in regard 
to the effects of alcohol and while for 
the Territories a law to the same effect was estab- 
lished ky act of Congress. While the requirement 
of instruction in the effects of alcoholic drinks and 
of narcotics (tobacco is mentioned in many of these 
statutes) was the first intent of these laws, it was 
recognized that such teachings belonged as part and 
parcel tc the larger subjects of physiology and hy- 
and these more general branches are re- 


narcotics; 


giene 


auired without limitation as to content by 40 States. 
Practically all of the laws to this end were set 
up in or around the year 1880. 
While most of these laws did not decide the age 











at which these subjects were to be presented, some 
of them specified the grades to be taught and 
whether a text was or was not to be used in them. 
That the legislators were very much in earnest in 
some States is indicated by the requirement that 
the textbooks of physiology and hygiene should de- 
vote a specified proportion of their contents or a 
definite number of pages to the effects of alcohol. 
—-United States Department of the Interior. Office 
of Education. 


THE NEW WING OF THE FAULKNER HOSPITAL 


The exercises at the opening of the Surgical Wing 
and Service building at the Faulkner Hospital, 
Jamaica Plain, will take place Thursday, April 24, 
from 2 P. M. to 5 P. M. 

Prominent physicians and surgéons as well as the 
public will attend and Governor Allen and Mayor 
Curley will speak. 

Among the features of these additions are a new 
heating plant for the entire hospital and a surg;cal 
wing. These will cost $750,000. 

Plans are under way for an out-patient consu!ta- 
tion clinic when funds are available. 

The enlarged hospital will have 150 beds, of which 
there will be 75 in the surgical wing. 

Friends of the hospital have been invited to ¢<on- 
tribute $100,000 for furnishings and equipment. 

A considerable part of the annual expenditure is 
to meet the cost of care for patients unable to meet 
the regular charges. 


WEEKLY HEALTH INDEX 


Telegraphic returns from 63 cities with a total 
population of twenty-nine million for the week end- 
ing April 5, indicate a mortality rate of 14.3 as 
against a rate of 13.7 for the corresponding week of 
last year. The highest rate (27.3) appears for Nash- 
ville, Tenn., and the lowest (5.9) for Lynn, Mass. 
The highest infant mortality rate (199) appears for 
Canton, Ohio, and the lowest (21) for Erie, Pa. 

The annual rate for 63 cities is 13.9 for the four- 
teen weeks of 1930, as against a rate of 16.1 for the 
corresponding weeks of 1929. 


SHARON SANATORIUM NEEDS 
FINANCIAL ASSISTANCE 


THE 


This worthy institution should be given adequate 
support. 

Dr. Edwin A. Locke, visiting physician, has signed 
an appeal for donations which are needed imme- 
diately. 

The following explanation of what money can do 
for those needing service in this institution is ap- 
pended to the appeal as follows: 

A gift of $25.00 will maintain a bed for a child or 
a woman for one week; $100 for one month; $250 for 
three months, and $500 for six months. The longest 
stay has been two and a half years, the average six 
months. 

This sanatorium was one of the major interests of 
the late Dr. Vincent Y. Bowditch. 
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A RESPONSE TO THE REQUEST OF THE 
AUTHOR OF THE DOCTOR’S SADDLEBAG 


April 9, 1930. 
To the Editor of the Doctor’s Saddlebag. 

Dear Doctor: Depending from a rusty nail in an 
attic is a set of saddlebags which once belonged to 
Dy. Abram Lowell of Vermont. They are old, and hard 
and cracked, but obstinate and unyielding still, re- 
minding one very much of the man who once owned 
them. Ona shelf beside them is a general operating 
set, suggesting one of those exhibits we used to see 
in dime museums labeled, “Instruments of Torture, 
once used in the Spanish Inquisition’. There is also 
a Pancoast’s Surgery lying near, with beautiful wood 
cuts and reproductions of queer-looking hernia 
knives. There are descriptions of intimate dissec- 
tions in herniotomy, all of which were summed up 
by Dr. Lowell in the aphorism, “Cut till ye git ter 
the gut, by mighty!” 

This man grew all his simples, and from them he 
concocted nauseous draughts which looked like ink. 
He invariably left a pint with his patients, and the 
cose was a tablespoonful. The land upon which he 
grew these plants is still in possession of the fam- 
iy. Part of it is let to a friendly cattle dealer who 
raises rutabagas upon it. Last summer, while go- 
ing over this field, he turned to me and said in his 
simple, figurative way, “Doc, they’s the damndest 
stinkingest weed grows up all over this lot that you 
ever see’. I expressed a desire to have a specimen, 
and presently he pulled a plant and handed it to me. 
It was henbane. I am not prepared to say that the 
herb went back seventy-five years to the old doctor’s 
time, but if it did not, I am at a loss to know how it 
got there. Monkshood, Deadly Nightshade, Fox- 
glove and Larkspur grow sporadically all over the 
premises attached to the old homestead. These are 
common garden flowers; perhaps somebody has per- 
petuated them. 

In last week’s New England Journal of Medicine, 
J was informed that Tryparsamide is “the sodium of 
salt of n-phenyl-glycineamide-p-arsonic acid”. If 
you had told that to Dr. Lowell, he would have con- 
signed you to a warm corner of Hades, under the im- 
pression that you were kidding him. And this 
brings me to the point of this letter: Are we not 
today, setting too far away from the old pharma- 
copoeia? Is there a doctor left in the land who can 
write “an honest-to-God” prescription? Does he 
know and remember the physiological action of 
drugs so that he can use them intelligently for the 
relief of his patients? Every office I enter is filled 
with ready-made chemical combinations “good for” 
every ailment under the sun. 

Last. week I had a yearning for some rhubarb and 
soda mixture for my own use. I applied to my drug- 
gist who smiled and said, he had not had a call 
for that in ten years, but that he would “mix me up 
some” if I wished. It is a pleasant remedy, tasting 
not unlike the cocktails our friends shake up for us 
nowadays (see medical number of Judge). “When 





get a backward peristalsis, he is comforted with the 
conviction that, far down in his insides, is a potent 
remedy, fighting acidosis with tireless energy, and 
changing blustering intestinal winds to soft, south- 
erly breezes. Can any machine-made coal tar prod- 
uct do that? 

As Abraham Lincoln said of the rathole in the 
corner of his kitchen, “This is worth looking into’. 

Very truly yours, 
Louis W. FLANDERS. 
1 Masonic Temple, Dover, N. H. 





IN DEFENSE OF FREE MEDICINE 
Dear Editors: 

The advent of free medicine will not be retarded 
by silly catcalls and derogatory slurs from incon- 
sistent members of our profession. They must meet 
facts with facts, for truth will prevail. 

The specialist in industrial medicine and surgery 
advocates gratuitous service for employees, but not 
for wives and children of workers. His lack of di- 
rect interest in these latter would hardly seem to 
justify him in condemning a _ universal medical 
organization as unspeakably socialistic. 

The public health officer sponsors free clinics for 
patients with venereal disease. But when there is 
recommended a system for the general distribution 
of medical knowledge and skill to save the innocent 
child tottering about with insidiously fatal diphtheria, 
he cries out, “rank socialism’. Again, though he 
offers free diagnosis to the patient with cancer, 
which attacks older people, he would deny it to the 
younger, threatened with death from appendicitis. 
Once more, as he begs the question, he blurts out, 
“bolshevism”’. 

As a matter of fact our federal representatives 
showed their esteem of the free medical service 
furnished our president and the personnel of the 
Army and Navy by voting for themselves while in 
Washington similar privileges. If our citizens want 
and even need such for themselves, it would be no 
more socialistic than free education. 

Now every advance of public health or every in- 
vasion of medical charity into the field of private 
practice is hailed with enthusiastic acclaim by the 
leaders of our profession. Being secure and inde- 
pendent they do not realize to what degree these in- 
coordinate agencies, which inevitably grow more 
extensive and multifarious, are disrupting com- 
petitive medicine and rendering the intelligent pur- 
suit of modern medicine by the individual doctor 
well-nigh impossible. Since it would be inhuman if 
not impossible to curtail any of them, the present 
chaos can be terminated only by the complete con- 
solidation and expansion of these free medical 
services to take care of any who may need or desire 
succor. 

Nearly a score of years ago, in fact, in the May 13, 
1911 issue of Survey was published a prophetic edi- 
torial by Frederick Almy upon “Free Health’. He 
declared that as free education had largely banished 
illiteracy, so free medical care would materially re- 
duce the present excessive morbidity and mortality. 
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Free medicine like free education, therefore, he 
showed, having begun as a charity would end as a 
public service. 

The thoughtless and the flippant would surely 
cease to deride free medicine if they would but 
peruse the thirty-two page pamphlet containing the 
open letter of Dr. J. F. Baldwin dated Jan. 8, 1930 
and addressed to the president of his State Medical 
Association upon “State Medicine: its Imminence 
and Advantages”. Dr. Baldwin, a graduate of both 
Oberlin College and Jefferson Medical College in the 
early seventies with highest honors has attained dis- 
tinction as a surgeon and teacher in Columbus, Ohio. 
After having devoted at least four years to intensive 
study and investigation of this momentous subject 
he has compiled enough data to convince the most 
skeptical of the pressing need of free, ready medi- 
cine. 

G. W. HAIGH, 
242 Burncoat St., Worcester, Mass. 
April 5, 1930. 


BOSTON MEDICAL LIBRARY 


Editor of the New England Journal of Medicine: 
The Library has just received from the estate of 
Mrs. Mary Ann Jelly the sum of $1112.00 for a special 
book fund. We have also been notified by the execu- 
tors of the estate of Miss Rowe, who is a sister of 
George H. M. Rowe, who was formerly Superintend- 
ent of the Boston City Hospital, the Library is 
to receive $2000 under her will. During the past 
three months, we know from telephone calls that 
at least three wills have been made in which the 
Library is represented. There are only two ways 
in which the income of the Library may be increased. 
First, from current income received from dues and 
rents, etc., and second, from endowment sources. 
Any amount, large or small, is acceptable. 
Yours very truly, 
JAMES F. Barviarp, Director. 





RECENT DEATHS 


TETRAULT—Dr. CHARLES ARTHUR TETRAULT, a 
Fellow of the Massachusetts Medical Society, died 
suddenly in his office at Southbridge, April 8, 1930, 
aged 53. 

He was a graduate of Brown University in 1902 
with the degree of Ph.B. and of Yale Medical School 
in 1906. From 1907 to 1908 Dr. Tetrault was a con- 
tract surgeon in the United States Army and from 
the last date until 1912 he was first lieutenant in 
the Medical Reserve Corps. During the World War 
he held the rank of captain. He had served as chair- 
man of the Southbridge school committee and was 
‘a member of the town finance committee. Latterly 
he had restricted his practice to diseases of the 
eye, ear, nose and throat. 








BROWN —Word has been received of the death in 
the Larimer County Hospital, Fort Collins, Colorado, 
on April 5, 1930, of Dr. WALLACE EVERETT Brown, of 
North Adams, at the age of 76. 

Dr. Brown had moved to Colorado to live with his 





son at Log Cabin, early in this year. His death 
was due to cerebral hemorrhage. He was a grad- 
uate of Bellevue Hospital Medical College in 1890 
and settled in North Adams where he maintained 
a private sanatorium for many years. Beginning 
in 1912 he was mayor of the city for four terms. 
He was a Fellow of the American Medical Asso- 
ciation and of the Massachusetts Medical Society. 





FENNESSEY—Dkr. JoHN FRANCIS FENNESSEY died 
at his home in Dorchester after a long illness, on 
April 11, 1930. He was born in Boston, June 24, 1880 
and spent his early years in Abington. In 1893 he 
entered Notre Dame Preparatory School in South 
Bend, Ind., and was graduated A.B. from the Uni- 
versity there in 1899. He then entered Harvard 
Medical School, took his M.D. in 1903, subsequently 
becoming a house officer at the Boston City Hospital 
and the Boston Floating Hospital. 

In 1906 he began private practice in Dorchester 
and was out-patient physician at St. Elizabeth’s Hos- 
pital, later becoming visiting physician at Carney 
Hospital, where he served as chief of the medical 
service from 1919 to 1928. During the World War 
Dr. Fennessey was stationed as captain at Embarka- 
tion Hospital, Camp Stuart, Newport News, Va. At 
one time he was instructor in clinical medicine and 
then assistant professor of the theory and practice 
of medicine at Tufts College Medical School. 

Dr. Fennessey was a Fellow of the Massachusetts 
medical Society and of the American Medical Asso- 
ciation and belonged to the Harvard Club of Boston 
and Wollaston Golf Club. He is survived by his wife, 
who was Catharine Whalen of Brookline, and by 
three young children. 

—=S- oo 


NEWS ITEMS 


ELECTION OF DR. JAMES B. CONANT TO 
MEMBERSHIP ON THE BOARD OF SCIENTIFIC 
DIRECTORS OF THE ROCKEFELLER INSTITUTE 
—Dr. James Bryant Conant, Professor of Organic 
Chemistry of Harvard University, has been elected a 
member of the Board of Scientific Directors of The 
Rockefeller Institute for Medical Research, New 
York. 





THE OPENING OF THE NEW ENGLAND 
HEALTH INSTITUTE—The registration on Monday 
indicated a very large attendance at the sessions of 
the New England Health Institute. Prominent 
health officials from all over the United States are 
in attendance. The Journal expects to be able to 
publish some of the papers. 

—<—<—<$<<—______ 


NOTICE 


FIFTEENTH ANNUAL CLINICAL SESSION OF 
THE AMERICAN COLLEGE OF PHYSICIANS 


The American College of Physicians will hold its 
Fifteenth Annual Clinical Session at Baltimore, 
The 





Maryland, from March 23-27, inclusive, 1931. 
Lord Baltimore Hotel will be headquarters. 
Dr. Sydney R. Miller, Baltimore, as President, will 
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have charge of the selection of the general scientific 
program. Dr. Maurice C. Pincoffs, of Baltimore, has 
been appointed by the Board of Regents as the Gen- 
eral Chairman of the Session, and will make all local 
arrangements, including the making up of the pro- 
gram of clinics. Business details will be handled 
by the Executive Secretary, Mr. E. R. Loveland, from 
the College headquarters, 133-135 S. 36th Street, Phil- 
adelphia, Pa. 

The attention of secretaries of various societies is 
called to the above dates, in the hope that their soci- 
eties will select non-conflicting dates for their 1931 
meetings. 


<i 
<< 


REPORT AND NOTICES OF 
MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The regular meeting of the Essex South District 
Medical Society was held at Hawthorne Hotel, Sa- 
lem, on April 2, 1930. 

Following the dinner, the guest of the evening, 
Dr. Timothy Leary of Boston, spoke upon ‘Diagnos- 
tic and Therapeutic Pitfalls in Intracranial Pyogenic 
Infections”. Dr. Leary illustrated his discourse with 
a series of brains which he demonstrated. 

Attendance 74. 








Wma. T. Hopkins, Reporter. 





BOSTON MEDICAL HISTORY CLUB 


ANNUAL MEETING, Boston MEpDICAL LIBRARY, 
Monpay, Apri 21, At 8:15 P. M. 


Reports and elections of Officers. 
“The Interrelations of Anatomy and Surgery’—An 
Historical Review. Dr. Charles F. Painter. 
“Indigenous Materia Medica of Various Races’— 
Mr. Alfred Ela. 
JAMES F. BALiLarp, Secretary. 





SOUTH END NEIGHBORHOOD MEDICAL CLUB 


The next regular meeting of the South End Neigh- 
borhood Medical Club will be held at the office of the 
Boston Tuberculosis Association, 554 Columbus ave- 
nue, Boston, on Tuesday, April 22, 1930, at 12 noon. 

The speaker will be Dr. William P. Boardman, 
Chief of Dermatological Clinic, Boston City Hospital, 
and Assistant Professor of Dermatology, Tufts Med- 
ical School. His subject will be “Skin Lesions in 
Systemic Diseases”. All physicians are cordially 
welcome. 

The usual luncheon will be served. 





TRUDEAU SOCIETY OF BOSTON 


There will be a meeting of the Trudeau Soriety 
on Wednesday evening, April 23, 1930, at 8:15 P. M., 
in the Beth Israel Hospital. 

Dr. Bayard T. Crane will talk on “Progress in the 
Industrial Colony Idea”. Dr. George O’Donnell will 
open the discussion. 

All physicians interested are cordially invited te be 
present. 








THE CLINICAL CONFERENCE OF THE NEW 
ENGLAND HOSPITAL FOR WOMEN AND CHIL- 
DREN 


The regular clinical conference of the New Eng- 
land Hospital for Women and Children will be held 
at the hospital, Dimock Street, Roxbury, on Thurs- 
day, April 24, at 8 P. M. The following cases will 
pe reported: Acute Pyelitis with Fatty Nephroses, 
Blood Transfusion with Anaphylaxis; Septic Throm- 
bus Following Mastoid Operation; Two Cases of 
Intracranial Hemorrhage of the New Born; Splenic 
Myelogenous Leukemia. Please note temporary 
change of date from third to fourth Thursday. 


Auice H. Bicketow, M.D., Secretary. 





BOSTON CITY HOSPITAL ALUMNI 
ASSOCIATION 


On the morning of Alumni Day, April 26, 1930, the 
following dry program will be presented at the Hos- 
pital, in the Cheever Amphitheatre, from 11 A. M. 
to 1 P. M. Make every effort to be present. 

O. J. HERMANN, 
Chairman, Committee on Clinics. 


11.00-11.10—Dr. Abraham E. Hiebert. Mechanical 
traction of the skin as an aid to wound healing. 
(Demonstration. ) 

11.10-11.20—Dr. Henry Jackson, Jr. 
of malignant disease. 

11.20-11.30—Dr. George R. Minot. The value of 
iron in the treatment of secondary anemia. 

11.30-11.50—Dr. Irving J. Walker. Abscess of the 
spleen. 

11.50-12.10—Dr. Frederic J. Cotton. Brief descrip- 
tion of the new ankle fracture classification plus a 
detailed review of the treatment. 

12.10-12.20—Dr. Edwin A. Locke. Medical aspects 
of empyema. 

12.20-12.35—Dr. Arthur R. Kimpton. (To be an- 
nounced.) 

12.35-12.45—Dr. Soma Weiss. Therapeutic meas- 
ures in congestive heart failure. 


Some aspects 





HAMPDEN DISTRICT MEDICAL SOCIETY 


The Annual Meeting of the Society will be held 
at Hotel Kimball, Springfield, Mass., on Tuesday, 
April 29, 1930 at 4.15 P. M. 

Regular business and election of officers for the 
ensuing year. 

Paper for the afternoon: 

The Tuberculosis Situation in Hampden County. 
Dr. George H. Bigelow, Commissioner of Public 
Health, Commonwealth of Massachusetts. 

Discussion by Fellows. 

Supper at 6 P. M. at expense of Society. 


Hervey L. Suitn, Secretary. 





MEETING OF THE CENSORS OF THE SUFFOLK 
DISTRICT MEDICAL SOCIETY 


The Censors of the Suffolk District Medical Society 
will meet for the examination of candidates at the 
Medical Library, No. 8 The Fenway, Thursday, May 
1, 1930 at 4.00 o’clock. 


ear 
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Candidates should make personal application to 
the Secretary, and present their medical diplomas at 
least one week before the examination. 

LELAND S. McKirrrick, Secretary. 

205 Beacon Street. 





HAMPSHIRE DISTRICT MEDICAL SOCIETY 


The annual meeting of the Hampshire District 
Medical Society will be held at the Cooley Dickinson 
Hospital, Northampton, Wednesday, May 7, 1930 at 
11:00 A. M. The President’s address will be given 
by Dr. Francis E. O’Brien, Superintendent of Hamp- 
shire County Sanatorium. The election of officers 
for the ensuing year will take place. 

od 
SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 
1929-1930—Massachusetts Dietetic Association. Com- 
plete schedule appears on page 8d2, issue of October 2, 
1929. 

March-October — International Medical VPostgraduat 
(courses in Berlin. Complete notice appears on page 8d3, 
issue of October 24, 1929. 

April 14-18—New England Health Institute. Complete 
notices appear on page 55, issue of January 2, and on 
page 703, issue of April 3. 

April 16-18—Third Physical Therapy Convention. De- 
tailed notice appears on page 746, issue of April 10, under 
heading New England Physical Therapy Society. 

April 17—New England Women’s Medical Society. De- 
tailed notice appears on page 746, issue of April 10. 

April 17—Massachusetts General Hospital. Complete 
notice appears on page 745, issue of April 10. 

April 21—Boston Medical History Club. Detailed notice 
ippears on page 791. 

April 22—The Greater Boston Medical Society. Detailed 
notice appears on page 702, issue of April 3. 

April 22—South End Neighborhood Medical Club. De- 
tailed notice appears on page 791. 

April 23—Trudeau Society of Boston. Complete notice 
ippears on page 791. 

April 24—The Clinical Conference of the New Ingland 
Hospital for Women and Children. Detailed notice ap- 
pears on page 791. 

April 26—Boston City Hospital Alumni Association. De- 
tailed notice appears on page 791. 

April 30—New England Obstetrical and Gynecological 
Society. Complete notice appears on page 745, issue of 
April 10. 

May 2—Annual Meeting of the American Society of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 9. 

May 5-10—First International Congress on Mental Hy- 
giene. Detailed notice appears on page 93, issue of Janu- 
ary 9. 

May 8—Clinical and Surgical Association of Massachu- 
setts. Complete notice appears on page 745, issue of 
April 10. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 1931—Fifteenth annual clinical session of 
the American College of Physicians. Detailed notice 
ippears on page 790. 

DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 

May 1—Thursday—Censors’ meeting at Hotel Bartlett 
"95 Main Street, Haverhill, (Telephone 3430) at 2 P. M 
sharp. Candidates should present their diplomas to the 
Secretary one week in advance. 

May 14—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass., at 12 
noon. Subject, “Infective Foci: Sense or Nonsence’’. 
There will be talks and discussions on the subject trom 
individual points of view, by seven physicians engaged 
in nine of the specialties of medicine, and from the dental 
standpoint. 

Thursday, May 1, 1930—Censors meet for Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

J. FORREST BURNHAM, M.D., Secretary. 


Essex South District Medical Society 


Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. C. Macfie Campbell, Director 





of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 


R. E. STONE, M.D., Secretary. 


Franklin District Medical Society 
The next meeting of the Franklin District Medical 
Society will be held at the Weldon Hotel, Greenfield, 
Mass., on the second Tuesday of May, at 11 A. M. 
CHARLES MOLINE, M.D., Secretary. 


Hampden District Medical Society 
April 29—Detuailed notice of meeting appears on page 
wR. 


H. i. SMITH, M.D., Secretary. 


Hampshire District Medical Society 


The Annual Meeting will be held May 7. 
notice appears elsewhere on this page. 
LUTHER O. WHITMAN, M.D., Secretary. 


Complete 


Middlesex East District Medical Society 

May 13--At Unicorn Country Club, Stoneham. 

ALLAN R. CUNNINGHAM, M.D., Secretary. 
Middlesex South District Medical Society 

April 23, 1930—Annual Meeting. Commander Hotel, 
Cambridge. Detailed notice appears on page 746, issue 
of April 10. 

May, 1930—Censors’ meeting. 

ALEXANDER A. LEVI, M.D., Secretary. 
Norfolk District Medical Society 

May 1, 1930—The Censors meet for the examination 
of candidates, in the Roxbury Masonic Temple, 171 War- 
ren Street, Roxbury, at 4:00 P. M. 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination. 

May 6, 1930—Annual Meeting. Program to be an- 
nounced. 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such 
meetings as will be held in the Roxbury Temple will be 
held Monday evenings as per the dates above. 

FRANK S. CRUICKSHANK, M.D., Secretary. 


Plymouth District Medical Society 


April 17, 1930—Annual Meeting, Commercial Club, 
Brockton, 7 P. M. Election of officers. Annual oration, 
Dr. Frederick F. Weiner, ‘“‘The Management of Prostatic 
Diseases’, with moving pictures. 

G. A. MOORE, M.D., Secretary. 
Suffolk District Medical Society 


May 1—Censors’ meeting. Complete notice appears on 
page 791. 


LELAND S. McKITTRICK, M.D., Secretary. 


_ 
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BOOK REVIEWS 


The Diagnosis of Health. By Witttam R. P. EMeEr- 
son, M.D. Pub. D. Appleton & Company, New 
York, N. Y. Price $3.00. 





This volume of 272 pages comprises twenty-six 
chapters and is divided into three parts. There are 
51 charts and illustrations. In his preface he dis- 
cusses the term “health diagnoses” and describes 
in brief his own work on the subject. 

Part One is devoted to the diagnosis of health; 
how we tell whether or not we are in good health. 
According to the author one is not in good health 
unless one’s face is glowing—‘“the glow of health,” 
he calls it; likewise, the hair must be smooth and 
glossy, the mouth closed, teeth regular, posture good, 
etc. All is lost if one has flat feet. No mention i3 
made of the condition of the heart, lungs or any 
other organ. The essentials of health are what one 
might expect,—removal of defects, good habits, rest 
and fresh air. Several chapters are devoted to the 
weight table and its proper use as well as to 
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physical, social and personality examinations. His 
chapter on health intelligence is excellent. 

Part Two is entitled ‘‘Training for Physical Fit- 
ness.” He commences with the statement that “the 
well-organized nutrition class has proved to be more 
effective both for health diagnosis and for cor- 
recting physical unfitness than any other method 
yet found.” It is barely possible that there might 
be other opinions as to this. He then describes in 
detail the organization and methods of the nutri- 
tion class both for young children and for young 
adults. In his chapter on “college physical fitness” 
he discusses interestingly the chief causes of poor 
health among young men. His chapter on “over- 
fatigue” is excellent—by all means the best in the 
book. Then follow chapters on “sleep,” “air and sun- 
light” which includes sane remarks on “heliother- 
apy,” long chapters on “food,” “measured feeding,” 
“diet for optimum health” and “faulty food habits” 
in which nothing new is discussed interestingly ex- 
cept for long, elaborate and to my mind useless 
tables on calories. There are two chapters on the 
special training of athletes and especially football 
men and, finally, in this part a chapter on “Com- 
munity Health.” In this chapter he takes up all the 
measures now in use to help produce community 
health and likewise condemns each and every one. 
The only remedy is “health diagnosis” and ‘‘nutri- 
tion” and “physical fitness” classes. Nothing else 
is worth while or does any good! 

Part Three is entitled “Problems in Health Diag- 
nosis.” In this he presents various community and 
individual health studies and discusses many in- 
teresting problems arising from them. 

It is difficult to evaluate Dr. Emerson’s book prop- 
erly. He gives the impression at the very start, to 
the reviewer at least, that he is the only doctor who 
is interested in diagnosing health and that the rest 
of us miserable worms in the medical profession 
are solely interested in finding and diagnosing dis- 
ease! Interesting. Nearly twenty years ago the 
late Dr. Arthur T. Cabot called attention to the fact 
that the medical profession was more interested in 
finding health than disease. Dr. Emerson is like- 
wise an enthusiast on Nutrition. I well remember 
the remark of a certain orthopedic surgeon of great 
renown whose hobby was “posture” to the effect 
that if he could only get into our state sanatoria 
and teach the patients there how to stand properly 
there would be no more tuberculosis! Interesting 
again. Dr. J. H. Pratt of this city believes that 
sanatoria for the tuberculous are wasted money and 
that only home treatment is of value. There is 
some truth in the beliefs of each of these enthusiasts. 

Doubtless the work Dr. Emerson has done at 
Dartmouth College, Rochester, New York, and else- 
where is of the highest value. It certainly has been 
given wide publicity. But, fundamentally, there 
is little that is new in it. Those interested in tuber- 
culosis and child hygiene all over the world have 
for years been teaching the same thing—perhaps in 
a different language. School doctors and school 
nurses cannot be so easily swept aside as is done 





in his book. Health teaching in Newton Schools, for 
instance, and elsewhere is as good as anything he 
describes. The work of our own health centers 
and particularly that dealing with children on their 
roofs is of the highest grade. Preventoria, all over 
the country, especially our own Prendergast Pre- 
ventorium, teach the same lessons. Whether the 
work he describes at Dartmouth might well be 
copied in all other colleges is open to discussion. 
Personally, I doubt it. I believe the foundation of 
liealth habits should be laid in childhood and that 
by the time college age is reached it should be un- 
necessary. And what about the vast group that do 
not go to college? 

His book, however, is well worth reading although 
what he states is not as new as he seems to think. 
His chapter on “Overfatigue” alone makes it worth 
while. 


Surgical Diagnosis. By American Authors. Edited 
by Evarrs A. GrawAmM. Volumes I and II. W. B. 
Saunders Co., Philadelphia and London. 3 Vol- 


umes and index volume. $35.00. 


The physical dimensions of this work give indica- 
tion of its scope and of its limitations. The partici- 
pation of forty-two authors almost necessarily im- 
plies inequalities in the work, as well as repetitions 
and possible omissions. The space available for re- 
view precludes critical consideration of the individ- 
ual contributions separately. 

It is at once apparent that the work is not encyclo- 
paedic in scope, even within a field narrowed to 
diagnosis. The surgeon in quest of further informa- 
tion on an unusual condition found at operation may 
find the subject disposed of in half-a-dozen lines. 
Kanavel’s well-known monograph on infections of 
the hand has been condensed into twenty pages in 
the present work. Owners of the multi volumed 
loose leaf works on surgery will find little in this 
work not already presented, often by the same au- 
thors, in the sets they already own. The bibliog- 
raphies presented are usually full, but not complete; 
and will be out of date all too quickly. It seems 
probable that the practicing surgeon will continue to 
refer to original papers and bibliographies for eluci- 
dation of obscure problems, although undoubtedly 
the present work will serve admirably for a starting 
point. 

From the viewpoint of the medical student, how- 
ever, the bulk and price of the work will prevent 
ownership. Would that students could read and 
study these chapters. As a reference work for the 
hospital and medical school, at hand for the inquir- 
ing student to refer to in working up his cases, it 
should prove its greatest usefulness. 

The authors are eminent masters and teachers in 
their respective fields. It is deplorable that all are 
not equally masters of facile English prose. How- 
ever the general level is high in this regard. It is 
perhaps inevitable that some should ride their hob- 
bies hard, and that others should give themselves 
undue prominence in their bibliographies. But again 
most of the authors are exempt from this criticism. 
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Many of the chapters overlap a little in scope, 
with the result that two or even three authors touch 
briefly on the same subject. It is an editorial task 
to prevent such overlapping, so far as possible, and 
to provide cross references to other chapters where 
the subject is treated. This has been done only indif- 
ferently well in the course of the text. Perhaps the 
index volume (not available for review) will com- 
pensate for this deficiency. 

The limitation of scope implicit in the title Sur- 
gical Diagnosis has been liberally interpreted by the 
authors to include everything but treatment. Anat- 
omy, physiology, embryology, history, chemistry, 
etiology, pathology, and so on have frequently been 
stressed quite out of proportion to their subsidiary 
Furthermore, not uncom- 
monly signs and symptoms are passed over in a line 
or two. Laboratory aids to diagnosis are alluded to, 
but the allusions are seldom developed; and often 
very little is present in the way of critical evalua- 
tion of laboratory procedures. 


relationship to diagnosis. 


The foregoing remarks may give the impression 
that the reviewer is impatient with the work for 
failing to be other than as it is. Considering the 
volumes as they are, it would be impossible for any- 
one interested in surgery or surgical conditions to 
fail to derive great interest and profit from reading 
any part of the work. And it will be turned to, and 
seldom in vain, by students, interns, and surgeons 
for a brief but comprehensive review of the problem 
at hand. 


Psychology. Normal and Abnormal. By James W. 
Bripces. Pp. XXII + 522, 26 figures. D. Apple- 
ton and Co. New York and London, 1930. Price 


$3.50. 


This volume is a survey of the entire field of psy- 
chology, both normal and abnormal. It is written 
with speciai reference to the needs of medical stu- 
dents and physicians and presents the main facts 
and theories of the subject. Psychology is very 
important in the present day medical curriculum, 
in fact as important for the physician as anatomy 
cr physiology, for without a knowledge of abnormal 
mental processes it is impossible to understand the 
conduct and utterances of the psychotic individual 
or the symptoms and dynamics of the psychoneuroses 
which form so large a part of general medical prac- 
tise. 

The text of the book is based upon the double 
aspect of the mind-body relation and discusses the 
various schools of psychology. Historically in the 
evolution of the science, psychology has had many 
definitions, but the rock upon which academic psy- 
chology has been wrecked, has been to regard it pre- 
éminently as the science of conscious mental activi- 
ties, whereas, it is really in addition a depth-psy- 
chology, that is, of unconscious mental processes. 
For it is only by admitting these unconscious men- 
tal processes that the physician is able to understand 
the symptoms of the various psychoneuroses. In 


addition the exploration of the unconscious has fur- 





nished the most potent therapy for their cure or 
amelioration by means of psychoanalysis. 


While the text is comprehensive, some of the more 
important advances in psychology do not receive 
the full treatment which they deserve, while other 
advances are not mentioned at all. More details 
might have been given on the cutaneous sensations: 
the important cerebral mechanism known as _ the 
conditioned reflex is very inadequately treated, like 
wise the genetic interpretation of mental develop- 
ment which is so important for an understanding of 
the neuroses and psychoses. Freud’s description 
of the various phobias is given without any refer- 
ence to his recent notable modifications of the orig- 
inal theory (1926). Furthermore no mention is made 
of the newer analytical work on mental topography 
and function, or of the recent investigations on 
stammering as an oral neurosis. The statement 
that psychoanalysts claim that human behavior is 
motivated by the sex instinct is wholly without 
foundation. The bibliography lists works of unequal 
merit and consequently is apt to be confusing to the 
uninitiated student. On the other hand it is refresh- 
ing to read the criticisms on the limitations of the 
intelligence tests. 


The Nervous Child. By Hecror CHAarLes CAMERON, 
M.A., M.D. (Cantab.), F.R.C.P. (Lond.), Physician 


In Charge of the Children’s Department, Guy’s 
Hospital. Fourth Edition. Oxford University 
Press. 


The nervous child is certainly coming into his 
own, and ample is the literature which is being 
dedicated to him and to the hygiene of his mental 
state. Much of this is good, some of it is bad, and 
a goodly proportion of it is faddish. The importance 
of the subject must be recognized, however, even if 
a little tardily. Much thought and labor have been 
expended on the child’s physical welfare, and much 
good has resulted from it. Meanwhile we have too 
often allowed his mental welfare to take its own 
course, but we can no longer do so; environmental 
conditions are such as to demand drastic action. 


Dr. Cameron’s book is especially valuable on this 
subject in that it is based almost entirely on a 
common sense appreciation of the nervous child’s 
problems, and is singularly free from faddishness. 
It is written—and herein lies its merit—not by a 
specialist on child psychology, but by a pediatrician 
with deep insight into the workings of the child's 
mind and the forces of environment as they bear 
on it. Its words are based on understanding, not 
on a special technique. 

Especially valuable is the fact that Dr. Cameron 
appreciates the importance of nervousness and 
physique and the disturbances of metabolism in the 
nervous child; that is, he devotes almost a sufficient 
amount of space to what he calls the “status catar- 
rhalis,” to the lordotic, amyotonic child, whose nerv- 
ousness is based on physical inadequacy, and to the 
hypoglycaemic type with their resultant cyclic 
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vomiting and similar manifestations of 
metabolism. 

The technical psychologists are useful for they 
have blazed new trails and undertaken studies which 
have proven of great value, but the millennium will 
be more nearly approached when the pediatricians 
avail themselves of this material and themselves 
meet the problems with which they are constantly 
confronted. 


impaired 





The Surgical Clinics of North America. Mayo Clinic 
Number. February, 1930. W. B. Saunders Com- 
pany. Paper $12.00 per clinic; cloth $16.00 per 
clinic year. 


This volume opens with a discussion by C. H. Mayo 
and Dixon on ureteral transplantaiion for exstrophy 
of the bladder. Their operation which is a modifica- 
tion of the Coffey technic is carefully described. Each 
ureter is transplanted into the sigmoid between the 
muscle layers at a separate operation and a week 
later the bladder is excised. 

Several interesting cases are reported by Judd, 
Marshall, and Hartwell. Among them are two cases 
of obscure gastro-intestinal hemorrhage, one of which 
was cured by appendectomy for chronic appendicitis 
and the other by the removal of a diseased gall blad- 
der. 

Balfour and McIndoe report some cases of unusual 
tumors of the gastro-intestinal tract of which one de- 
veloped pellagra following a jejunostomy for an ex- 
tensive benign tumor of the fundus. They discuss 
the four methods of dealing with irremovable lesions 
of the stomach, viz.: (1) posterior gastroenterostomy, 
(2) anterior gastroenterostomy, (3) jejunostomy, and 
(4) partial gastric exclusion. 

Both Henderson and Myerding present several 
cases illustrating orthopedic problems most of which 
are fracture complications. 

Thirty cases of pseudomyzoma peritonaei of 
ovarian origin are carefully analysed by Masson and 
Hamrick. The most constant symptoms are swelling 
and pain. They are usually benign. Both ovaries, 
the appendix, and as much of the gelatinous material 
as possible should be removed. Roentgen ray and 
radium are advised for all cases. 

Excellent results in plastic surgery are reported 
both by New and Figi. One often wishes that plastic 
surgeons would give more details of their technic as 
well as the striking before and after pictures. 

Markowitz and Mann give an interesting discussion 
of cardiovascular reflexes based on animal experi- 
mentation. The action on the heart of the vagus, 
cervical sympathetic and cardiac depression nerves is 
explained. 

Broders and Wilson demonstrate that what is usu- 
ally called a wen or a sebaceous cyst is really a 
keratoma. 

Chemical hysterectomy by packing the uterus with 
gauze soaked in a saturated solution of zinc chloride 
is shown by Counseller to be a valuable procedure 
especially for poor surgical risks. The endometrium 
and endocervix are completely destroyed. 

Frederick L. Smith presents an able discussion of 
the postoperative treatment of abdominal actinomy- 





cosis. Careful supervision with the use of general 
medication, surgical treatment, local antiseptics and 
radio-therapy combine to secure satisfactory results. 





Pathology and Treatment of the Inflammatory Dis- 
eases of the Nasal Accessory Sinuses. By Pror. 
Dr. M. Hasek, Chief of the Laryngo-Rhino-Oto- 
logical Clinic, University of Vienna. Translated and 
Edited by JoseEpH D. HerTcrer, A.B., M.D., Louis- 
ville, Kentucky, and Frencn K. HANSEL, M.D., M.S., 
St. Louis, Missouri. Fifth Edition. Publishers: 
The C. V. Mosby Co., St. Louis, Missouri. Two 
volumes containing 654 pages of text and 33 pages 
of bibliography. 


The author of this work needs no introduction to 
the English speaking rhinological fraternity. The 
clearness of presentation and the complete absence 
of speculative theories that cannot be substantiated 
by fundamental principles or the rich experience of 
its author and co-workers mark it the creation of a 
pedagogue and a scientist. No one who has ever en- 
joyed the personal contact with Professor Hajek as 
a teacher could fail to recognize in him these sin- 
gularly pronounced: qualities and it is no wonder that 
his book has long been considered a classic in its 
field by all leading European Rhinologists. 

The fifth edition, from which the translation is 
made, differs considerably from the first one pub- 
lished in 1898. It is interesting, however, as re- 
marked in the foreword by the translators, that Pro- 
fessor Hajek has found it unnecessary to retract or 
modify a single basic principle originally used. 

The text is amply illustrated by numerous finely 
executed drawings, many of which are copied from 
Zuckerkandl, whose name is so intimately connected 
with the Viennese School of Rhinology. 

For the convenience of the readers the text has 
been divided into two handy volumes, printed in 
clear, large, easily readable type. 


A Text Book on Orthopedic Surgery. By WILt.is C. 
CAMPBELL, M.D., F.A.C.S., Professor of Orthopedic 
Surgery, University of Tennessee, College of Med- 
icine, Memphis. Illustrations. W. B. Saunders 
Company, 1930: Philadelphia and London. Price 
$8.50. 


This book represents the wide experience of an able 
orthopaedic surgeon who began his special work 
many years ago in an almost virgin field which he 
has tilled with great success. ‘The purpose of the 
book is to present to the student, general practitioner 
and the surgeon the subject of Orthopedic Surgery in 
a simple and comprehensive manner.” This purpose 
has been well fulfilled. The book is evidently not 
intended to be a reference book and many of the 
subjects are not covered in sufficient detail to make 
it in any sense encyclopaedic. The chapters deal- 
ing with methods of examination of bone and joint 
cases and of apparatus are inclusive and valuable, 
and much needed stress is placed on the prevention 
of deformities. A good deal of space in text and il- 
lustration is devoted to operative measures and not 
all orthopaedic surgeons would agree as to the rel- 
ative importance which evidently exists in the au- 
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thor’s mind of the various subjects considered. Typo- 

graphically, the book is excellently put together and 

the illustrations are copious. 

Medical Insurance Evramination: Modern Methods 
and Rating of Lives. By J. Parerson MACLAREN. 
Second Edition. William Wood and Company, 1930. 
Price, $10.00. 

This is a much enlarged edition, due largely to the 
introduction of material which is available in most 
textbooks of medicine and physical diagnosis. A 
number of interesting actuarial figures in relation 
to various physical findings have been added. 

It would not be undesirable if physicians and sur- 
geons paid more attention to the insurance statistics 
available as to the outcome of various diseases. 
While, to be sure, these are largely based on English 
figures, some relative idea can be acquired of the 
degree of ultimate hazard inherent in certain acute 
diseases or other impairments. The last chapter, 
on the “Rating of a Risk’, presents a point of view 
that might well be considered by physicians as a 
guide in prognosis. 


Psychiatrie Du Médecin Practicien. By M. Dide and 
P. GuirAup. 2nd edition. Masson et Cie, Paris, 
1929. 466 pages. Price, 45 francs. 

This manual of psychiatry, now passing into a 
second edition, is well written, clear, precise and 
adequately covers the whole subject. Considerable 
material has been added since the first edition. There 
are a few excellent illustrations and an index. The 
chapter on medico-legal psychiatry is specially good. 
For those desiring a short account of psychiatry in 
French the book can be highly recommended. 

The Psychology of Childhood. By EpGar JAMES 
Swirt, Ph.D. New York and London: D. Apple- 
ton & Company, 1930. x + 431 pages. Price $3.00. 
This book is well written from the psychological 

point of view. The author, apparently, became in- 
terested in the subject at the instigation of Dr. G. 
Stanley Hall of Clark University, who started a school 
of child study many years ago. Professor Swift be- 
lieves that parents should know something of child 
psychology in order to train their children properly. 
In addition to a general knowledge of the subject, 
he points to the value of an individual study of the 
child. The book is well written and has numerous 
references to the literature. It can be recommended 
as a sound book on the subject. Pathological states 
are carefully avoided. 

Published by 

Price 80 


Urologie Pratique. By Dr. P. Bazy. 
Gauthier-Villars et Cie., Paris, 1930. 
francs. 

This is a paper bound volume of about five hundred 
pages devoted to the diagnosis of urological condi- 
tions. Symptoms and their significance are dis- 


cussed with a care and thoroughness unusual in our 
own text-books and in such a way as to appeal par- 
ticilarly to the general practitioner. More involved 
methods, such as cystoscopy and pyelography have 
not been described in such detail. Urethral instru- 





mentation, and the diagnosis and treatment of stric- 
tures are discussed at length. The book has real 
merit in providing the material for a foundation in 
Urology. 

of Histology. Sir Epwarp SHARPEY 
Lea and Febiger. 12th edition. Phila- 
Pp. 628. Price $5.00. 


Essentials 
SCHAFER. 
delphia, 1929. 


Few medical textbooks remain in favor for a period 
of over forty years as this handbook of Schafer’s has 
done. The text is clear, the illustrations well chosen. 
In the illustrations use is made of the various tech- 
niques for demonstrating different cellular elements. 
The section on the central nervous system is concise 
without being obscure. 

It is easy to see how this volume has earned its 
place as one of the outstanding textbooks on his- 
tology. 
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